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meet the various requirements of diabetics. 
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Motion Picture - A Public Relations Medium 


The most entertaining, most difficult from a 
production standpoint and one of the most valu- 
able and economical media available in the field of 
medica] public relations is that of the motion pic- 
ture. 


sons reached. The success is evidenced by the 
adoption of similar programs by other state med- 
ical societies. The Michigan films are being re- 
quested and used throughout the United States. 
Present plans of the Cinema Committee call for 


Chairman Arch Walls, M.D., of the MSMS Cinema Committee goes over the 
shooting script with veteran movieman Frank Goldman, producer of both MSMS 


movies. 


R. F. Salot, M. D., Mount Clemens. 


The Michigan State Medical Society has al- 
ready produced two professional film productions. 
The first, “Lucky Junior,” deals with the advan- 
tages of immunization while the latest 12-minute 
film, “To Your Health” deals with the disad- 
vantages of Socialized Medicine. 

The use of motion picture films for presentation 
in motion picture theaters by the Michigan State 
Medical Society is another of the society “first’s.”’ 
In this pioneering effort the society has found one 
of the most effective and acceptable forms of 
reaching the public. The expenditures coincident 
with the development of the visual program have 
been large at the outset but small in point of per- 


Eprror’s Note: This is the fourth in a series present- 
ing various communication media used by the Michigan 
State Medical Society in the furtherance of their public 
education program. 
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Other Cinema Committee members are A. E. Schiller, M.D., Detroit and 


no new commercially released films this year but 
for a series of pictures of the training film variety. 
Films, to obtain maximum benefit and value per 
dollar invested, should be produced by professional 
companies under supervision of the medical society. 
Film producers have developed techniques where- 
in films of 10-minute length may be made for as 
little as $1,000. These particular films are not de- 
signed for commercial showing but instead are best 
used for presenting an idea to controlled groups. 
Films of this nature may be produced in as short a 
period as one month. These less expensive films 
may be used as training films and their value lies 
in the fact that visual presentations make a greater 
impact than do written or printed materials. 


The Michigan State Medical Society is at 
present engaged in the production of five such in- 
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formative films. The first, “The Glass House,” 
will soon be ready for showing to county medical 
societies throughout Michigan. 

Slide films, strip-films and other forms of pre- 
sentation can be used in many ways by county and 
state medical societies. They represent an inexpen- 
sive method of showing visually the work of par- 
ticular committees, the aims of certain health 
projects, etc. 

The time required for production is such that 
they can be developed in a relatively short space 
of time with the use bringing great benefit to the 
sponsoring organization. One of the outstanding 





Still shot showing birth-print of baby as contained in 
MSMS initial film production “Lucky Junior.” 


efforts of this kind has been made by the Michigan 
Crippled Children Commission in which a series 
of slides on Rheumatic Fever have been developed 
accompanied by a sound track which gives the 
story of Rheumatic Fever and the Rheumatic 
Fever Diagnostic and Consultation Centers pro- 
gram of the MSMS. 

The most costly films—and the most helpful 
with the public directly, are those designed for 
showing in the commercial theaters of the state. 
The success of “Lucky Junior,” first of the profes- 
sional productions of the MSMS, and the present 
record being established by “To Your Health” in 
its tour throughout Michigan’s commercial movie 
circuit are testimonials to the effectiveness of this 
medium. 

The production of the two MSMS 10-minute 
sound pictures represents an outlay of about 
$20,000. To the average person this seems like an 
€xiraordinary amount for a single film and appears 
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Interior shot from “Lucky Junior,” first film devoted 
solely to subject of immunization. 


to be an unusually expensive form of public rela- 
tions. However, when the cost of a film is divided 
by the number of persons contacted it proves to be 
less than the cost of sending a penny post-card to 
each person. 

Additional benefits are derived from the showing 
of the same film, in 16 mm. form, to all interested 
groups who request it after the theater showings 
have been completed. Eventually the film may be 





Professional actors carry story against socialized medi- 
cine to screen in second MSMS motion picture, “To 
Your Health.” 


seen by several million persons at a cost per per- 
son of a small fraction of a cent. 

Many trade associations maintain film libraries 
for the purpose of loaning films to requesting 
groups. The titles vary with the organization main- 


(Continued on Page 463) 
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Annual Heart Day Unqualified Success 


Three hundred and six Michigan medical men 
gathered in Detroit, March 11, to attend the 
annual “Heart Day” meeting of the Michigan 
Heart Association, held in conjunction with the 
Michigan Postgraduate Clinical Institute. Heart 
Day guests heard research reports covering latest 
scientific developments regarding arteriosclerosis, 
hypertension, and rheumatic fever. At the annual 
meeting of the Board of Trustees and the member- 
ship of the Michigan Heart Association, which fol- 
lowed the scientific session, Paul S. Barker, M.D., 
Ann Arbor, took office as president of the Associa- 
tion, and Douglas Donald, M.D., Detroit, was 
elected to the office of president-elect. 

Warren B. Cooksey, M.D., Detroit, first pres- 
ident of the 
session by reviewing the activities of the eight- 


Association, opened the morning 


teen-month-old organization. 

Hugh McCulloch, M.D., Chicago, Chief of Staff, 
La Rabida Sanitarium, and Medical Director of 
the Council on Rheumatic Fever of the Chicago 
Heart Association, told the Heart Day audience of 
the work being done with ACTH in treating rheu- 
matic fever patients. 


“ACTH does not seem to be as effective in treating 
mild cases of rheumatic fever; in critical cases—it has 
shown enormous effect,” Dr. McCulloch said. “Ten pa- 
tients with severe cases of the disease have been success- 
fully treated.” 

“A year ago,” he said, “we thought we knew the 
cause of rheumatic fever—a streptococcus infection. To- 
day, since the work with ACTH, we are more confused 
than ever over the cause, yet doubtless nearer the solu- 
tion.” 


Louis N. Katz, M.D., Chicago, director of cardio- 
vascular research at Michael Reese Hospital, told 
Michigan doctors of medicine that arteriosclerosis 
may be a reversible condition in man; it has been 
found to be so in chickens. Current knowledge 
emphasizes the réle of fatty materials, particularly 
cholesterol, in the causation of arteriosclerosis. 

Irvine H. Page, M.D., of Cleveland, chairman 
of the Council of the American Foundation for 
High Blood Pressure, stated that about fifty causes 
are known for hypertension. “Great strides have 
been made in treating some few kinds in the last 
five years. However, a complete cure is rarely 
achieved today,” Dr. Page said. 

Paul S. Barker, M.D., Associate Professor of 
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Medicine, University of Michigan, Ann Arbor. 
presented the past and present concepts of heart 
research, pointing out areas in which future re- 
search is particularly necessary and is being 
planned. 

In addition to President Barker and President- 
elect Douglas Donald, other officers elected for 
1950 are: C. E. Wilson, Detroit, Chairman of the 
Board; Frank Van Schoick, M.D., Jackson, Vice 
President; Mrs. Hugh E. Wilson, Ann Arbor, Vice 
President; Charles T, Fisher, Jr., Detroit, Treas- 
urer; and L. Fernald Foster, M.D., Bay City, Sec- 
Leon De Vel, M.D., Grand Rapids, con- 
tinues as Executive Secretary. 

One-third of the Board of Trustees, whose term 
of office expired in 1950, were re-elected to office. 
Those newly re-elected, terms expiring in 1953, are: 
Paul S. Barker, M.D., Mrs. Harold Boyer, Harvey 
Campbell, M. S. Chambers, M.D., L. T. Colvin, 
M.D., Warren B. Cooksey, M.D., Moses Cooper- 
stock, M.D., Cecil Corley, M.D., C. G. Darling, 
M.D., W. H. Doerfner, Henry Fink, Charles T. 
Fisher, Jr., and Frank N. Isbey. 

Board of Trustees members whose terms extend 
beyond 1950 are: Carleton Dean, M.D., Leon 
DeVel, M.D., F. D. Dodrill, M.D., Douglas Don- 
ald, M.D., L. Fernald Foster, M.D., Ernest Kanz- 
ler, C. F. Kettering, A. W. Leschoier, M.D., 
Rudolph Light, M.D., Endicott R. Lovell, Mrs. 
W. W. MacGregor, L. P. Ralph, M.D., C. J. 
Reese, H. H. Riecker, M.D., Emmett Richards, 
C. D. Selby, M.D., Milton Shaw, M.D., S. E. 
Skinner, E. F. Sladek, M.D., F. Janney Smith, 
M.D., Henry L. Smith, M.D., H. M. Taliaferro, 
Frank Van Schoick, M.D., Herman L. Weckler, 
C. E. Wilson, Mrs. H. E. Wilson, and Otto G. 
Wismer. 

Delegates from the Michigan Heart Association 
to the American Heart Association are: Paul S. 
Barker, M.D., M. S. Chambers, M.D., L. T. Col- 
vin, M.D., Warren B. Cooksey, M.D., Carleton 
Dean, M.D., F. D. Dodrill, M.D., Douglas Donald, 
M.D., L. P. Ralph, M.D., F. Janney Smith, M.D., 
and Frank Van Schoick, M.D. 


A strong vote of thanks was given by the Board 
to immediate Past-President, Warren B. Cooksey, 
M.D., Detroit, for the groundwork he has done 
in organizing and carrying on the activities of the 
Association during its inaugural year. 
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Pictorial Highlights—1950 Postgraduate Institute 
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* X 


(Top) At the Friday noon luncheon F. A. Coller, 
M.D., Ann Arbor, President of the American College 
of Surgeons, was honored with a scroll testifying to 
his contributions and service to the medical profession, 
Seated left to right are: J. Joseph Herbert, Manis- 
tique, J. L. Jaffe, M.D., Detroit, C. E. Umphrey, 
M.D., Detroit, Isadore Snapper, M.D., New York City, 
Grover C. Penberthy, M.D., Detroit, W. E. Barstow, 
M.D., St. Louis, Frederick A. Coller, M.D., Ann Ar- 
bor, P. D. Wilson, M.D., New York City, and C. §. 
Kennedy, M.D., Detroit. 


(Upper ieft) John C. Maxwell, M.D., eighty-four- 
year-old general practitioner from Paw Paw, is con- 
gratulated by R. J. Hubbell, M.D., Chairman of the 
Wednesday evening public meeting, at which Dr. 
Maxwell received the scroll designating him as “Mich- 
igan’s Foremost Family Physician for 1949.” 


(Center left) President Barstow of the MSMS chats 
with Frederick A. Coller, M.D., after presentation of 
scroll to Dr. Coller. Dr. G. C. Penberthy looks on. 


(Lower left) Patrick Ledwidge, Jr., accepts a testi- 
monial scrol] for his father, P. L. Ledwidge, M.D., 
Detroit, from MSMS President W. E. Barstow, M.D., 
Detroit. Dr. Ledwidge, absent due to a serious ill- 
ness, was honored for his long years of service to 
medicine in Michigan. (Dr. Ledwidge died April 15, 
1950.) 


(Lower right) Photo of the University of Michigan 
Men’s Glee Club during one of their numbers under 
the direction of Professor Philip Duey. The glee club 
rendered several selections to open the Wednesday 
night program. 
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® Monthly financial reports, including statements 
on the Public Education Fund and the Public 
Education Reserve account, were presented, 
studied and approved. 

®@ Authorization was given the Secretary to invite 
E. L. Henderson, M.D., President-Elect of the 
American Medical Association, to attend the 
MSMS Annual Session in Detroit, September, 
1950. 

@The second Michigan Cancer Conference, 
scheduled for April 18, sponsored by the Michi- 
gan Cancer Control Committee, was approved 
and authorized to be held; also the printing of 
the revised “Michigan Cancer Program.” 

@ Phraseology of the scrolls to be presented in 
March to J. Charles Maxwell, M.D., Paw Paw, 
“Michigan’s Foremost Family Physician’; to 
ACS President Fred A. Coller, M.D., Ann Ar- 
bor; to MPCI Chairman P. L. Ledwidge, M.D.. 
Detroit; and to Albert H. Whittaker, M.D., De- 
troit, President of the American Association of 
Industrial Physicians and Surgeons, was ap- 
proved. 

® The Committee on Arrangements and Program 
for the 1951 Michigan Postgraduate Clinical In- 
stitute, with MSMS Past President B. R. Cor- 
bus, M.D., Grand Rapids, as Chairman, was ap- 
pointed. 

@ A joint meeting of the MSMS Executive Com- 
mittee of The Council and of the Executive 
Committee of the Board of Commissioners, State 
Bar of Michigan, was authorized for April 19 in 
Detroit. 

@ A letter of commendation from George F. Lull, 
M.D., Secretary and General Manager of the 

Medical 

standing of Michigan’s medical profession in 

the payment of the 1949 voluntary AMA as- 
sessment, was read. 


American Association, on the high 


@ An Advisory Committee to the Superintendent 
of Public 
schools for G.I. training, was appointed: Wil- 
frid Haughey, M.D., Battle Creek, Chairman, 
L. Fernald Foster, M.D., Bay City, W. B. Harm, 


Instruction, to review curricula of 
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You and Your Business 


HIGHLIGHTS OF EXECUTIVE COMMITTEE OF THE COUNCIL 
Meeting of February 8, 1950 
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M.D., Detroit, J. A. Kasper, M.D., Detroit, and 

L. A. Pratt, Detroit. 

@ Report on the National Conference on Medical 
Service, held in Chicago on February 5, was 
presented by Past President E. F. Sladek, M_D.. 
Traverse City, and by Public Relations Counsel 
H. W. Brenneman; also report was given on the 
forthcoming Brookings Institution Survey of 
Health Services and the meeting held in Chicago 
on February 5 with representatives of the 
Brookings Institution. 

@ Press Conferences were announced for Bay City 
on January 10, Battle Creek on February 24, 
Traverse City on March 3, Detroit on March 7, 
and Flint on March 13. Other conferences are 
planned for Jackson, Ann Arbor, Lansing, Pon- 
tiac, Muskegon, Kalamazoo, Port Huron and 
Grand Rapids. 

@ The Public Relations Counsel reported that the 
Speakers Manual had been sent to the printer 
and would soon be available for doctors listed 
in the files of the MSMS Speakers Bureau. 

@ An examination test, similar to the test given 
experimentally at the Annual County Secretaries- 
Public Relations Conference of January 22, was 
authorized to be printed for use as a basis for 
talks by physicians to lay groups. 

@A Rheumatic Fever Center campaign of three 
months’ duration, beginning March 
authorized to be developed and carried out by 
the Public Relations Department in co-operation 
with the Michigan Heart Association. 

@ MSMS Films: “Lucky Junior” will be shown in 
400 Michigan theaters; “To Your Health” will 
be shown in 150 Michigan theaters of the Al- 
lied Theater Chain and in an additional 100 to 
150 theaters of the Co-operative Theater Chain. 

@ Drs. A. S. Brunk, L. W. Hull, and Mr. Brenne- 

man were authorized to attend the National 

Education Conference of the American Medical 


1, was 


Association in Chicago February 12, as guests 
of the AMA. 
@ The new exhibit of the MSMS Public Relations 


(Continued on Page 457) 
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A COUNTY HIGH SCHOOL CANCER 
EDUCATION PROGRAM 


In Genesee County, an interesting cancer edu- 
cational program has been carried out in the 
High schools during the present school year. This 
program has been directed at both pupils and sci- 
ence teachers in all the public and parochial high 
schools of the county. 


The program was developed by the Genesee 
County Unit of the American Cancer Society with 
the co-operation of the County School Commis- 
sioner, the superintendent of the Flint schools, the 
County Medical Society and the Flint and County 
Health Departments. 


During the previous ten years, each high school 
in Flint and many suburban communities had in- 
formative cancer talks to the student -body or 
The science teachers of Flint 
schools had attended a cancer seminar where the 
subject was discussed in considerable detail and 
an opportunity given to become fully informed 
about the fundamentals of cancer knowledge and 
their application to the teaching of this subject to 
high school age groups. This aroused sufficient in- 
terest in the subject to have a teaching unit on 


science classes. 


cancer added to the health study curriculum of 
the city’s high schools. 


During November-December, 1949, every public 
and parochial high school in Genesee County was 
addressed by a physician on the subject of cancer. 
At each assembly, time was given for questions in 
order that the pupils could have explained any 
points not made entirely clear by the speaker. 
Physicians representing the Genesee County Med- 
ical Society, Michigan Department of Health and 
the Cancer Control Committee, Michigan State 
Medical Society, were the speakers at these meet- 
ings. Approximately 9,000 high school pupils and 
teachers heard these discussions. 


These high school meetings were intended to in- 
troduce the subject of cancer to teachers and pu- 
pils and create an interest in adding this subject to 
the general health instruction of these schools. 
Sufficient interest was aroused among the teachers 
to call for further information about cancer and 







400 





Cancer Comment 


ways of incorporating this subject into their health 
class instruction. 


To satisfy this interest, a seminar for high schoo] 
science teachers and school administrators was or- 
ganized. This seminar was held in Flint at weekly 
intervals for five 2-hour meetings. Practically every 
high school in the county was represented in the 
attendance, as were the city and county health de- 
partments, the Visiting Nurse Association and 
other health and welfare organizations of the coun- 
ty have an interest in the cancer problem. 


One meeting was devoted to the presentation of 
some of the important clinical aspects of cancer 
control. A pathologist, radiologist, surgeon, gyne- 
cologist and internist, selected by the Cancer Com- 
mittee of the Genesee County Medical Society, dis- 
cussed their respective roles in cancer diagnosis 
and treatment. These discussions helped materially 
to clarify the thinking of many members of the 
seminar on the physician’s role in the cancer con- 
trol program. 


A packet of books, journals and pamphlets on 
cancer for each high school library is being fur- 
nished by the Genesee County Unit of the Ameri- 
can Cancer Society. A manual for use by the sci- 
ence teachers in the high schools of the county is 
in preparation by the Cancer Control Committee, 
Michigan State Medical Society. 


A recent national survey has revealed that less 
than 50 per cent of the people know anything 
about the early signs of cancer. In the face of 
this crying need for more lay education, a con- 
structive high school program as here described 
provides information about cancer to an important 
segment of the population in each community. 
High school students have open acquisitive minds 
and welcome the opportunity to obtain knowledge 
that will be helpful and protective throughout 
their lives. Experience has shown that they will 
make a more practical application of this knowl- 
edge than will many of their parents and others 
of older age. It is believed that similar programs 
can and should be organized for all high schools 
in Michigan. In this way, a greater portion of the 
public can be reached with a cancer program than 
by any other means yet devised. 
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Editorial Comment 


GOVERNMENT HOSPITAL SPENDING 


The only encouraging aspect to arise out of the 
Percy Jones hospital muddle is the clear-cut ex- 
ample it provides of wasteful federal hospital 
planning. 

Percy Jones stands as a monumental symbol of 
government agencies working at cross purposes. 
Thus it gives a compelling motive for other com- 
munities to demand action on the Hoover reforms. 

Our neighboring newspaper, the Jackson Citizen 
Patriot, for example, observes that the army’s 
order to close the hospital “has produced proof of 
the wisdom of the Hoover commission recommen- 
dation for a unified federal hospital administra- 
tion.” 

It is a relief to note, too, that the Battle Creek 
attitude on the Percy Jones closing has not been 
misunderstood as an uproar based solely on local 
interests. The Jackson paper’s editorial continued: 


“It must be said to the everlasting credit of 
Battle Creek that their questions aroused greater 
concern over the waste which now results from the 
lack of co-ordination of federal hospital services 
than over the actual closing of Percy Jones. 

“Following the developments from this distance 
we have gained the impression that the people of 
Battle Creek would be fairly well satisfied if they 
could be shown that closing of the hospital was a 
real economy move and that federal hospital serv- 
ices everywhere were being unified to save money. 

“As matters stand now, the people of Battle 
Creek are disgusted and angry over what they have 
learned about waste in the federal hospital pro- 
gram. They believe if Percy Jones is closed and 
permitted to stand idle it will be an expensive 
monument to government inefficiency.” 


The Citizen Patriot then went on to recount 
facts known here: The Veterans Administration 
refusal to show any interest in taking over Percy 
Jones, despite the fact that VA is building and 
plans to build more multi-million dollar hospitals 
all over the country; the outlandish announcement 
of the U. S. Public Health Service, following the 
order to close Percy Jones, that the USPHS in- 
tends to spend $37,000,000 on a new federal hos- 
pital in Detroit for the maritime services and the 
coast guard; the ludicrous admission by a USPHS 
official that his agency knew nothing of army hos- 
pital plans and had practically no contact with 
other federal agencies building hospitals. 

Unfortunately, the Percy Jones case is not a 
singular one. Scores of similarly wasteful instances 
were highly publicized more than a year ago by 
the Hoover commission. So long as the Hoover 
recommendations for a centralized federal hospital 
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service are ignored, there will be countless x peti- 
tions of waste and bungling.—Editorial, Battie 
Creek Enquirer-News, February 19, 1950. 





ACTION AGAINST DEVIATES 


The Michigan State Medical Society has entered 
the statewide fight to control sex deviates and sup- 
press terror crimes. 

The society recommends to the governor substi- 
tution of a better law for the present Goodrich 
Act governing sex criminals, and the establishment 
and improvement of psychiatric clinics. 

Further, the doctors demand that the problem 
of sex deviates be considered an emergency. 

A committee of physicians appointed by the so- 
ciety is prepared to follow through the recommen- 
dations. 

The details of the medical society recommenda- 
tions are not immediately important. The Detroit 
Times, backed by a score of informed groups, has 
been urging clinics to prevent crimes against chil- 
dren just as strongly as a parallel battle has been 
waged for adequate and decent care for all men- 
tally ill. 

Few could deny that a better law than the Good- 
rich Act could be enacted to cure or control de- 
viates by using what is good of the old law, dis- 
carding the bad and bringing it into accord with 
the knowledge and needs of today. 

The most important urging of the doctors of 
Michigan is speed: recognition that the situation 
must be deemed an emergency; that the lives and 
futures of Michigan children must be protected 
from mad criminals. 

The State Legislature, now about to enter into 
special session, must be made to realize the ur- 
gency of the situation and, that like all other wars, 
the fight will cost money. 

Scientists, social workers, law enforcement offi- 
cials and all clear thinking individuals recognize 
the seriousness of the whole mental health problem. 

Representative leaders in the governor’s study 
commission are devoting themselves to the issue. 

But final action will be delayed until the legis- 
lators of Michigan fully recognize that this is a 
problem which must be met NOW. 

The Michigan State Medical Society is an as- 
sociation of informed and able men. 

With their insight into the lives of the families 
of Michigan the doctors of the state know what is 
needed. 

And their voice is strong enough to be heard. 

Truly, the Michigan State Medical Society is a 
powerful ally in this struggle—Detroit Times, 
January 11, 1950. 
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Aureomycin has been found to exert a dra- 
matic effect in the treatment of Escherichia colt 
infections; including peritonitis, bacteremia, 


urinary infections, meningitis and 
AURE © IVI YC IN brain abscess. The prognosis in many 


HLORIDE LEDERLE , ‘ : 
nieces of these infections has in the past been 


in Col ufor m guarded, but the advent of aureomycin ren- 
In f ections ders prompt recovery more likely. 


Aureomycin has also been found effective for 
the control of the following infections: African 
tick-bite fever, acute amebiasis, bacterial and 
virus-like infections of the eye, bacteroides 
septicemia, boutonnceuse fever, acute brucel- 
losis, Gram-positive infections (including 
those caused by streptococci, staphylococci, 
and pneumococci), Gram-negative infections 
(including those caused by the coli-aerogenes 
group), granuloma inguinale, H. influenzae 
infections, lymphogranuloma venereum, peri- 
tonitis, primary atypical pneumonia, psitta- 
cosis (parrot fever), Q fever, rickettsialpox, 


Capsules: Bottles of 25, 50 mg. each capsule. 


Bottles of 16, 250 mg. each capsule. Rocky Mountain spotted fever, subacute bac- 

Ophthalmic: Vials of 25 mg. with dropper; - *t? 1 icilli 
re noon terial endocarditis resistant to penicillin, 
adding 5 cc. of distilled water. tularemia and typhus. 


LEDERLE LABORATORIES DIVISION aucnrcan Cyanamid company 30 Rockefeller Plaza, New York 20, N. Y. 
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Attendance records were broken for the MSMS 
County Secretaries-Public Relations Conference on 
the occasion of the 1950 meeting on Sunday, Jan- 
uary 22, at the Book-Cadillac Hotel, Detroit. Two 
hundred and six were in attendance and heard an 
intensely enlightening program presided over by 
W. F. Strong, M.D., Ontonagon, who served as 
chairman during the past year. 

Congressman John B. Bennett of Ontonagon, 
Michigan, was the opening speaker on the day’s 
very interesting program. His subject was “Eng- 
land’s Dilemma.” He was followed by an examina- 
tion on socialized medicine, with L. Fernald Fos- 
ter, M.D., Bay City, MSMS secretary, as “Quiz 
Master.” 

“To Your Health,” the latest MSMS motion pic- 
ture, followed on the program. 

Roy W. Gifford of Detroit, past president of 
Borg-Warner International Corporation, was the 
noon-day dinner speaker. His down-to-earth talk 
was entitled “Foreign Aid—Success or Failure.” 

The afternoon session was highlighted by Con- 
gressman Gerald R. Ford, Jr., of Grand Rapids, 
who gave a speech on the congressional situation 
entitled Socialism.” Professor 
Paul D. Bagwell of Lansing, head of the Depart- 
ment of Written and Spoken English at Michigan 
State College, followed with an hour of public 
speaking instruction. 

The report on the morning examination, with 


grades, was given to all participants by Dr. Fos- 
ter. 


‘Americanism vs. 


Ample time was given both in the morning and 
in the afternoon for audience participation. 

William M. LeFevre, M.D., of Muskegon, long- 
time secretary of the Muskegon County Medical 
Society, was chosen as chairman of the County 
Society Secretaries for the ensuing year. 


The 206 attendants were representative of the fol- 
lowing groups: 


County Secretaries— J. E. Mahan, M.D., Allegan 
(Allegan); Harold Kessler, M.D., Alpena (Alpena-Al- 
cona-Presque Isle); L. Fernald Foster, M.D., Bay City 
(Bay-Arenac-Iosco); Wesley G. Logan, M.D., Hastings 
(Barry); Harold R. Bodine, M.D., Battle Creek (Cal- 
houn); G. T. Britton, M.D., Marcellus (Cass); S. R. 
Russell, M.D., St. Johns (Clinton); Donald F. LeMire, 
M.D., Escanaba (Delta-Schoolcraft); Ernest P. Grif- 
fin, Jr., M.D., Flint (Genesee); Donald G. Pike, M.D., 
Traverse City (Grand Traverse-Leelanau-Benzie); Leo 
R. Wickert, M.D., Mt. Pleasant (Gratiot-Isabella-Clare) ; 
Ira W. Wiggins, M.D., Jonesville (Hillsdale); Addison 
B. Aldrich, M.D., Houghton (Houghton-Baraga-Kewee- 
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naw); Arno W. Weiss, M.D., Bad Axe (Huron); G, p. 
Cummings, M.D., Lansing (Ingham); Robert E. Rice 
M.D., Greenville (Ionia-Montcalm); H. Porter, 
M.D., Jackson (Jackson) ; G. H. Rigterink, M.D. (Kal. 
amazoo) ; J. Russell Brink, M.D., Grand Rapids (Kent). 
James R. Doty, M.D., Lapeer (Lapeer); Ray M. Duffy, 
M.D., Pinckney (Livingston); D. Bruce Wiley, M.D, 
Utica (Macomb); John F. Konopa, M.D., Manistee 
(Manistee); James R. Acocks, M.D., Marquette (Mar. 
quette-Alger); John A. White, M.D., Big Rapids (Me. 
costa-Osceola-Lake); Stanley A. Stealy, M.D., Gray. 
ling (Medical Society of North Central Counties) ; Her. 
man R. Brukardt, M.D., Menominee (Menominee): 
William M. LeFevre, M.D., Muskegon (Muskegon): J. 
M. Cook, M.D., Newaygo (Newaygo); O. R. Mac. 
Kenzie, M.D., Walled Lake (Oakland); W. F. Strong, 
M.D., Ontonagon (Ontonagon): Robert Bucklin, M.D, 
Saginaw (Saginaw); E. W. Fitzgerald, M.D., Port 
Huron (St. Clair); Charles W. O’Dell, M.D., Three 
Rivers (St. Joseph); E. W. Blanchard, M.D., Decker- 
ville (Sanilac); Tohn Ralvea, M.D., Paw Paw (Van 
Buren); L. Dell Henry, M.D., Ann Arbor (Washtenaw): 
Charles J. Barone, M.D., Highland Park (Wayne): 
Gordon Tornberg, M.D., Cadillac (Wexford-Missaukee). 

Executive Secretaries—Sara M. Burgess, Flint (Gene- 
see); Else Kolhede, Detroit (Wayne). 

Officers and Members of the Council of the Michigan 
State Medical Society in attendance were: 

O fficers—W. E. Barstow, M.D., St. Louis, President; 
C. E. Umphrey, M.D., Detroit, President-Elect; L. Fer- 
nald Foster, M.D., Bay City, Secretary; A. S. Brunk, 
M.D., Detroit, Treasurer; R. H. Baker, M.D., Pontiac, 
Speaker—House of Delegates: E. F. Sladek, M.D., Tra- 
verse City, Immediate-Past President. Also Executive 
Director Wm. J. Burns and Public Relations . Counsel 
H. W. Brenneman, both of Lansing. 

Councilors.—L. W. Hull, M.D., Detroit, 1st District; 
Wilfrid Haughey, M.D., Battle Creek, 3rd District; R. 


_J. Hubbell, M.D., Kalamazoo, 4th District: H. B. Zem- 


mer, M.D., Lapeer, 7th District; L. C. Harvie, M.D., 
Saginaw, 8th District; E. A. Oakes, M.D., Manistee, 9th 
District; F. H. Drummond. M.D., Kawkawlin. 10th Dis- 
trict; C. A. Paukstis, M.D., Ludington, 11th District; 
A. H. Miller, M.D., Gladstone, 12th District; W. S. 
Jones, M.D., Menominee, 13th District; J. S. DeTar, 
M.D., Milan, 14th District; O. O. Beck. M.D., Bir- 
mingham, 15th District; E. A. Osius, M.D., Detroit, 
16th District; W. B. Harm, M.D., Detroit, 17th District. 

Editors—Robert E. Fisher, M.D., Bay City (Bay 
County Medical Society News Letter); George A. Sher- 
man, M.JQ., Lansing (Ingham County Medical Society 
Bulletin); Edward H. Heneveld, M.D., Muskegon (Mus- 
kegon County Medical Society Bulletin); R. D.» Mudd, 
M.D., Saginaw (Saginaw County Medical Bulletin). 

The sixteen Public Relations Committee representa- 
tives present were: Hugo Aach, M.D., Kalamazoo; A. 
F. Bliesmer, M.D., Berrien; L. Fernald Foster, M.D., 
Bay; W. G. Gamble, M.D., Bay; S. W. Hart- 
well, M.D., Muskegon; Leslie T. Henderson, M.D., 
Wayne; Felix J. Kemp, M.D., Oakland;.J. J. Lightbody, 
M.D., Wayne; J. E. Livesay, M.D., Genesee; E. B. Mil- 
ler, M.D., Manistee; Benjamin T. Montgomery, M.D., 
Chippewa-Mackinaw; C. Allen Payne, M.D., Kent; W. 
Z. Rundles, M.D., Genesee; G. B. Saltonstall, M.D., 
Northern Michigan; A. H. Steele, M.D., Van Buren; 
Arch Walls, M.D., Wayne. 

Legislative Committee representatives present were: 
G. V. Conover, M.D., Genesee; E. D. King, M.D., 
Wayne. 

Presidents and Presidents-elect of County Medical So- 
cieties who attended were: E. B. Johnson, M.D., Allegan; 
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Robert M. Leitch, M.D., Branch; U. M. Adams, M.D., 
Cass; Bruno Cook, M.D., Clinton; I. H. Gutow, M.D., 
Genesee; Ralph Wadley, M.D., Ingham; J. S. Rozan, 
M.D., Ingham; E. F. Lewis, M.D., Jackson; H. C. Bod- 
mer, M.D., Kalamazoo; John C. Volderauer, M.D., 
Kalamazoo; Henry C. Wellard, M.D., Macomb; Paul 
E. Medema, M.D., Muskegon, E. W. Bauer, M.D., Oak- 
land; Edwin Terwilliger, M.D., Van Buren. 


Chairmen of County Societies Public Relations Com- 
mittees who attended were: Robert J. Albi, M.D., North- 
ern Michigan; Frederick J. Cady, M.D., Saginaw; Evan 
L. Copeland, M.D., Van Buren; Frank W. Garber, M.D., 
Muskegon: K. P. Hodges, M.D., Ingham; Albert B. 
Hodgman, M.D., Kalamazoo; Glenn W. House, M.D., 
Ionia-Montcalm; F. Pitkin Husted, M.D., Bay; T. 
J. Kane, M.D., Muskegon; J. Paul Klein, M.D., Neway- 
go; Philip T. Mulligan, M.D., Macomb; R. Wallace 
Teed, M.D., Washtenaw. 

Other County Medical Society representatives included: 
Thomas G. Amos, M.D., Wayne; J. N. Asline, M.D., Bay; 
A. U. Axelson, M.D., Wayne; Robert S. Breakey, 
M.D., Ingham; Ronald E. Clarke, M.D., Wayne: W. J. 
Coulter, M.D., Wayne; Carleton Dean, M.D., Ingham: 
Harry F. Dibble, M.D., Wayne; C. H. Eisman, M.D., 
Wayne; John W. James, M.D., Saginaw; William T. 
McAlonan, M.D., Wayne; W. G. Mackersie, M.D., 
Wayne; Glenn E. Millard, M.D., Wayne: Esli T. Mor- 
den, M.D., Lenawee; Carl A. Peterson, M.D., Hillsdale; 
Carol Platz, M.D., Wayne; Edgar E. Poos, M.D., Wayne; 
R. J. St. Louis, M.D., Wayne, Harry E. Schneiter, M.D., 
Allegan; L. Paul Sonda, M.D., Wayne; Walter S. Stin- 
son, M.D., Bay; Oscar D. Stryker, M.D., Macomb; 
G. C. Stucky, M.D., Eaton; E. C. Texter, M.D., Wayne: 
R. W. Ullrich, M.D., Macomb; Roger V. Walker, M.D., 
Wayne; D. R. Wright, M.D., Genesee; William J. 
Yott, M.D., Wayne. 

Officers of the Woman’s Auxiliary included: Mrs. Bar- 
bara K. Aach, Kalamazoo; Mrs. A. B. Aldrich, Hancock; 
Mrs. T. G. Amos, Detroit; Mrs. J. N. Asline, Essex- 
ville; Mrs. A. U. Axelson, Detroit; Mrs. Charles J. 
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Barone, Detroit; Mrs. Harold R. Bodine, Battle Creek: 
Mrs. Robert Breakey, Lansing; Mrs. H. R. Brukardt, Me. 
nominee; Mrs. Robert V. Bucklin, Saginaw; Mrs. F. G. 
Buesser, Detroit; Mrs. F. J. Cady, Saginaw; Mrs. C. §£. 
Crook, Ann Arbor; Mrs. Milton A. Darling, Detroit: 
Mrs. Carleton Dean, Lansing; Mrs. C. H. Eisman, De. 
troit; Mrs. W. L. Foster, Detroit; Mrs. W. G. Gamble, 
Bay City; Mrs. Frank Garber, Muskegon; Mrs. Ledry 
O. Geib, Grosse Pointe; Mrs. Floyd F. Gibbs, Grand 
Rapids; Mrs. Ernest P. Griffin, Jr., Flint; Mrs. Leslie 
Henderson, Detroit; Mrs. Betty Heneveld, Muskegon: 
Mrs. R. A. Hollands, Battle Creek; Mrs. F. Pitkin 
Husted, Bay City; Mrs. T. J. Kane, Muskegon; Mrs, 
Mary LeFevre, Muskegon; Mrs. R. M. Leitch, Union 
City; Mrs. E. F. Lewis, Jackson; Mrs. Jean E. Livesay, 
Flint; Mrs. W. T. McAlonan, Detroit; Mrs. William 
Mackersie, Detroit; Mrs. James E. Mahan, Allegan: 
Mrs. V. S. Mancuso, Detroit; Mrs. Bertha Medema, 
Muskegon; Mrs. Warren Mueller, Lansing; Mrs. C. W. 
O’Dell, Three Rivers; Mrs. Charles Paukstis, Ludington; 
Mrs. C. Allen Payne, Grand Rapids; Mrs. H. W. Porter, 
Jackson; Mrs. Frances Rigterink, Kalamazoo, Mrs. H. 
F. Sawyer, Pleasant Ridge:’ Mrs. Harry Schneiter, Al- 
legan; Mrs. L. Paul Sonda, Detroit; Mrs. W. S. Stinson, 
Bay City; Mrs. Oscar Stryker, St. Clair Shores; Mrs. 
R. W. Teed, Ann Arbor; Mrs. Elmer C. Texter, De- 
troit; Mrs. R. W. Ullrich, Mt. Clemens; Mrs. Arno 
Weiss, Bad Axe; Mrs. Doris Whipple, Pigeon: Mrs. 
Joseph Witter, Detroit; Mrs. D. R. Wright, Flint. 
Others present were: Louis J. Hirschman, M_D., 
Wayne, Past President of MSMS; Messrs. J. C. Ket- 
chum, John W. Castellucci, L. G. Goodrich, and K. E. 
Trimm of Michigan Medical Service; Mr. Raymond W. 
Mody, Michigan Hospital Service; Paul D. Bagwell, 
Michigan State College and Mrs. Paul D. Bagwell; 
Mr. E. H. Wiard, Michigan Health Council; Capt. L. 
A. Potter, State Department of Health; Mr. Stuart A. 
Campbell and Mr. John Guy Miller, MSMS CAP Field 


_ Secretaries; Mr. J. Joseph Herbert, MSMS_ General 


Counsel; Allen Schoenfield, Detroit News; and Mr. 
Randolph Harrell of Mead-Johnson and Company, 
Evansville, Indiana. 
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Types of Diabetes Mellitus 


and Their Treatinent 
By Arthur R. Colwell, M.D. 


Evanston, Illinois 


T SEEMS to me that the simplest way to ap- 

proach the problems of treatment in diabetes 
mellitus is to realize that rarely are any two Cases 
alike. Doctors who see only an occasional patient 
find it difficult to distinguish between various 
grades of severity of the disease and are inclined 
to treat all alike, with indifferent success and often 
some penalty. Whatever I may be able to con- 
tribute here will be based on the fact that I will 
try to outline the simplest possible effective meth- 
ods of treatment for three major classes of diabet- 
ic problems. In so doing it must be conceded from 
the start, of course, that the diagnosis is established 
and proved diabetes mellitus is known to exist. 

The three important classes into which ll 
known diabetics fall are (1) mild diabetes, man- 
ageable by dietary methods, (2) severe diabetes, 
requiring insulin in addition, and (3) acute com- 
plications, requiring emergency methods of treat- 
ing the diabetes. 

Many chronic complications also occur in dia- 
betic patients—these constitute a special problem 
which will not be discussed today. 

Most authorities agree that it is desirable to con- 
trol abnormal hyperglycemia and glycosuria in- 
sofar as possible without unendurable inconveni- 
ence to the patient and danger of severe shock 
from insulin. In some instances these two quali- 
fications make it advisable to permit minimal or 
transient glycosuria as the lesser of two evils. But 


Presented at the Eighty-fourth Annual Session of the Michigan 
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with proper care, the majority of diabetic patients 
can be maintained in approximately normal sugar 
balance without either of those ‘penalties. This 
should be done whenever possible. The necessity 
for condoning some glycosuria in certain cases 
should not be permitted to encourage laxity of 
control in the majority. Established criteria for 
good routine management consist of the mainte- 
nance of normal nutrition and as good control of 
abnormal blood and urine sugar as possible with- 
out more serious penalties. The following descrip- 
tion of therapeutic methods is based on this prin- 
ciple. 


Mild Diabetes: Dietary Control 


Probably about one-half of all proved uncompli- 
cated diabetes mellitus can be managed by restric- 
tion of the food intake. These patients usually are 
obese, in middle or advanced age, not diabetic for 
long and have not suffered much from the disease. 
They do not show excessively high sugar levels 
and develop acidosis only when acute complica- 
tions exist. They never have used insulin or have 
used it only temporarily. When these character- 
istics are present, an effort to manage the diabetes 
by diet always should be made and often will be 
successful. Loss of excess weight is usually ad- 
visable in addition. Diet restriction, therefore, is 
doubly important. The use of insulin may prevent 
loss of weight by encouraging greater food con- 
sumption. 

Three types of diet are suitable for this class 
of patients. The last two also are appropriate 
for maintenance of normal nutrition even though 
insulin is required. 


1. Desugarizing—When abnormal glycosuria 
and hyperglycemia exist, when the patient uses no 
insulin, and when no acute infection or ketonuria 
is present, desugarization by diet is indicated. 
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A desugarizing diet is one which will support 
normal weight at minimum activity, maintain pro- 
tein balance, not cause ketonuria, and supply ade- 
quate accessory elements such as bulk, minerals, 
vitamins and water. It must be as low as pos- 
sible in glucose value without conflicting with those 
requirements. It is the familiar low carbohydrate, 
moderate protein and high fat diet, containing 
meat, eggs, green vegetables, citrus fruits, milk, 
cream and butter. It contains no sweet nor starchy 
foods, of course, and relies for its caloric value 
largely on its protein and dairy food content. 
If body weight is excessive, it may also be re- 
stricted in fat to advantage. 

2. Maintenance-—W hen desugarization has 
been accomplished, either by diet or by the ad- 
junctive use of insulin, a diet is required which 
is capable of supporting normal weight and health 
at the optimum activity required by the patient. 
This must be as convenient and palatable as pos- 
sible within the limitations imposed by the neces- 
sity for controlling the sugar balance and main- 
taining uniformity and accuracy of treatment. 
Conservative rules for the selection of such a diet 
may be outlined as follows: 


Calories—Age and activity are the most im- 
portant factors governing the selection of a main- 
tenance diet. Adults usually require from 25 to 
40 calories per kg. per day. Lower amounts are 
needed by older and sedentary persons and more 
by the young and active. Heavy manual labor 
and children may demand as many as 50 calories 
per kg. Thin people and men need more, women 
and obese persons less. An average allowance for 
a young 160-pound adult would be 72 kg. times 
35 calories or 2520 calories. 


Protein.—At least one gram of protein per kg. 
per day is necessary for maintenance of normal 
nutrition. There is seldom any harm in giving 


more. Children need fully twice as much as 
adults, as a rule. The 160-pound adult selected 
above could thus be given 90 gm. protein daily. 
This would provide 360 calories, leaving 2160 to 


be supplied by carbohydrate and fat. 


Carbohydrate: fat ratio. Ratios of less than 1:1 
in grams are unpalatable and may be ketogenic. 
Ratios of 3:2 and 2:1 are in common use. Prob- 
ably the higher ratios, involving more generous 
amounts of carbohydrate, are more difficult to bal- 
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ance with or without insulin. They are, therefore, 
not used by the author except when special indi 
cations exist. 

For practical purposes this means that a mod- 
erate amount of starchy food may be added to 
the diet used for desugarization. One or two slices 
of bread, a cereal or a starchy vegetable like potato 
may be added to each meal. The fat contained in 
the cream and butter should be retained unless 
excessive weight gain occurs or loss is desired. 

After desugarization such a diet may be used 
indefinitely with or without insulin, depending on 
blood and urine sugar values caused by it. 


3. Weight Reduction.—Either the desugarizing 
type of diet or the maintenance diet can be modi- 
fied for purposes of reducing weight when re- 
quired. 

Reducing diets are planned in exactly the same 
manner as described for desugarization and main- 
tenance, but the fat content is decreased arbitrar- 
ily, after planning the food values, to a level which 
will impose a caloric deficit. This forces the com- 
bustion of stored fats in amounts which approxi- 
mate the deficit and preserves the total exogenous 
and endogenous fat combustion at the level and 
ratio planned originally, thereby insuring freedom 
from ketosis. 


When the patient is overweight, the diet should 
be planned as if the excess weight were to be main- 
tained and the fat reduced secondarily. This 
avoids prescription of diets which are accidentally 
ketogenic or sub-maintenance in protein. When 
the patient is underweight or normal, the dict 
should be planned to maintain the ideal weight, 
because excess calories and protein can do no 
harm. 


Severe Diabetes: Use of Insulin 


When dietary adjustment fails to produce good 
control of abnormal glycosuria and hyperglycemia 
without nutritional penalties, the routine use of 
insulin becomes necessary. The need for it usual- 
ly is permanent, although borderline cases, in 
which its temporary use permits good control later 
without it, are not infrequent. On this account 
insulin should always be urged rather than to al- 
low even minimal hyperglycemia. There are more 
important considerations than freedom from dia- 
betic symptoms, chiefly those of islet damage and 
danger of infectious and vascular complications 
from persistent hyperglycemia. 
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Action of Insulin and Its Modifications.—To un- 
derstand the proper use of various insulin prepa- 
rations in routine management of diabetes mellitus, 
familiarity with the timing characteristics of in- 
sulin itself and its commonly used modifications 
is essential. 


Unmodified insulin.—Regular insulin (solution 
of amorphous insulin) and crystalline insulin (so- 
lution of zinc insulin crystals) are almost identical 
in action. The effects of single large doses on gly- 
cemia and glycosuria are shown in Figure 1, in 
contrast with those of the most commonly used 
depot preparation, protamine zinc insulin. Their 
action is prompt, reaching a peak in about four 
hours, and intense and fairly brief, exhausting their 
effect in about twelve hours. For these reasons 
these unmodified preparations are most useful in 
emergencies and to supplement the depot insulins. 
In routine treatment they must be injected more 
than once daily (sometimes every six hours or so) 
in order to provide overlapping effect. For rou- 
tine use they have been largely replaced by depot 
insulins with more sustained, less intense action. 


Because their absorption rates do not depend 
upon any depot principle, the unmodified insulins 
are more uniform and dependable in effect than 
the longer-acting preparations. This is decidedly 
advantageous in the extremely severe, labile forms 
of diabetes seen chiefly among children and young 
adults where minor variations in the intensity of 
insulin effect often result in gross changes toward 
hypo- or hyperglycemia. 


Protamine zinc insulin——This is the most com- 


monly used depot preparation. It is a suspension 
of amorphous crystals of insulin precipitated in 
combination with a monoprotamine (salmine) and 
zinc in a neutral, aqueous vehicle. Correct dosages 
are obtained only by thorough mixing of the sus- 
pension in its vehicle. After hypodermic injection 
insulin is released from its slowly soluble combina- 
tion with the protamine and zinc, probably by en- 
zymatic action. This is the “depot” effect. 


Gradual, weak and prolonged reduction in gly- 
cemia and glycosuria follows the injection of each 
single dose, as shown in Figure 1. Since the action 
of large doses extends beyond twenty-four hours, 
daily injections overlap each other in effect, with 
the result that the response to any given daily dos- 
age is not seen for several days. Accordingly, the 
response to changes or omission of its daily admin- 
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istration is not seen for days for the same reason. 

Protamine zinc insulin is most useful in less se- 
vere forms of diabetes in which details of insulin 
timing are relatively unimportant and weak insu- 
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Fig. 1. Time action of single large doses of unmodified and 
protamine zinc insulin in diabetes of average severity. 


lin effect is all that is required. This may be true 
even when large daily doses are required, due to 
“insulin insensitivity,” or relative refractoriness for 
any reason. 


Insulins with intermediate action.—During re- 
cent years some refinements in effective insulin 
therapy have become possible as a result of the 
development of insulin modifications with time- 
action intermediate between those of unmodified 
insulin and the original depot preparation, prota- 
mine zinc insulin. Neither the fast-acting nor the 
slow-acting standard insulin fits the needs of the 
patient with severe diabetes very well. Ordinary 
insulin must be injected several times daily. Even 
then its effect wanes so rapidly in severe diabetes 
that hyperglycemia and glycosuria occur during 
the hours of sleep, even without food. At the 
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other extreme, protamine zinc insulin is so weak 
and prolonged in effect that dosages sufficiently 
large to control the glycosuria which follows the 
meals are likely to cause severe insulin shock 
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_ Fig. 2. Time action of single large doses of commonly used 
intermediate insulins in diabetes of average severity. 


during hours of fasting, especially during sleep. 
In the past it has often been supplemented by 
separate injections of regular insulin for this rea- 
son. Small amounts of regular insulin added -to 
larger amounts of protamine zinc insulin are pre- 
cipitated by the excess protamine present and 
lose their identity. 

Globin insulin with zinc is the only intermediate 
insulin sold at the present time. It is an acid 
aqueous solution of insulin in combination with 
beef globin and zinc. It is partially precipitated 
after injection, hence it has both a rapid and sus- 
tained effect. It is more rapid and less prolonged 
in action than protamine zinc insulin but less rapid 
and intense and decidedly more prolonged in ac- 
tion than unmodified insulin. The average re- 
sponse to a single large dose is shown in Figure 
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2 in comparison with two commonly used prota- 
mine insulin mixtures. 

Protamine insulin mixtures containing excesses 
of unmodified insulin also possess time-action of an 
intermediate character. Thorough mixtures con- 
taining about twice as much regular or crystalline 
as protamine zinc insulin fit the needs of most se- 
vere diabetic patients. Occasionally the mixtures 
must contain three times as much insulin as pro- 
tamine zinc insulin for best results. There is not 
much difference in the responses to single doses of 
globin insulin and a 2:1 mixture. Probably the 
latter preparation permits greater overlapping of 
depot effect in single daily dosage. A 3:1 mixture 
is decidedly more intense and less prolonged than 
either of the others. 

These intermediate insulins are most appropri- 
ate when diabetes is so severe that: (1) fasting 
glycosuria and hyperglycemia follow the use of or- 
dinary insulin; (2) glycosuria occurs with amounts 
of protamine insulin sufficiently large to control 
fasting hyperglycemia, or (3)- nocturnal hypogly- 
cemia and insulin shock are caused by amounts of 
protamine zinc insulin large enough to control 
glycosuria following meals. 

There is not much choice between globin insu- 
lin and insulin mixtures. The chief advantage of 
the former is the fact that it can be used as mar- 
keted. The mixtures must be prepared in the am- 
poule or syringe from market supplies of their 
component parts. ‘They possess the advantage 
of gréater elasticity for individual needs by change 
in proportions. Greater overlapping of effect from 
the 2:1 mixture is also desirable in some patients. 
The choice between them depends on their ap- 
propriateness as determined by actual trial and 
comparison in individual patients. 

A suspension of protamine insulin crystals con- 
taining about 40 per cent as much protamine as 
standard protamine zinc insulin (“NPH50”) pos- 
sesses time-activity comparable to those of the 2:1 
mixture and globin insulin with zinc. 


Diabetes of Moderate Severity——When reduc- 
tion of the food supply fails to control abnormal 
glycosuria and hyperglycemia and yet diabetes 
is judged not to be very severe, moderate doses 
of protamine zinc insulin are preferred. Daily in- 
jections before breakfast are given. 

Dosages required usually range from about 10 to 
40 units daily. Much more may be required by 
“insensitive patients, even when their diabetes 
is inherently not very severe. 
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When the diet has been set at a maintenance 
level which is not extravagant in carbohydrate, and 
blood and urine sugar levels are persitently high, 
a trial daily dose of protamine zinc insulin should 
be injected, preferably for about one week, and 
the response observed. The fasting. blood sugar 
concentration before breakfast measures this re- 
sponse most specifically, because it determines the 
peak action of the depot effect and warns of im- 
pending hypoglycemia. Post-prandial and twenty- 
four-hour glycosuria should also be observed be- 
cause they may indicate the need for one of the 
intermediate depot insulins. 

Adjustment of the dosage of protamine zinc 
insulin should be made (ordinarily at intervals of 
not less than three or four days) until the early 
morning blood sugar is approximately normal. If 
no glycosuria then occurs at any time of day, the 
balance may be considered satisfactory. Gradually 
progressive lowering of the fasting sugar level may 
then follow, due to slowly accumulating depot ef- 
fects, exercise, or improvement in severity of the 
diabetic process. This requires subsequent reduc- 
tion in dosage and may allow withdrawal of all 
insulin and satisfactory control by diet alone. 

If any glycosuria follows meals in spite of the 
attainment of normal or subnormal fasting sugar 
levels, with protamine zinc insulin, redistribution 
of the food or insulin is necessary. When the dis- 
proportion between the day and night sugar levels 
is not great, correction of both is sometimes possi- 
ble by transfer of carbohydrate foods from meal- 
time to a lunch at bedtime. The total carbohy- 
drate of the diet can be reduced with the same 
result, along with a reduction in the size of the 
dose of protamine zinc insulin. 

When the amount of glycosuria following meals 
is great or the nocturnal hypoglycemia severe, pro- 
tamine zinc insulin should be discontinued and one 
of the intermediate depot preparations substituted. 


Severe Diabetes.—As indicated above, diabetes 
is not infrequently so severe that rapid shifts in 
sugar balance occur with insulin preparations 
which do not efficiently fit the feeding and fasting 
needs of the patient. Some one-half of all insulin- 
treated patients fall into this category. Diabetes 
which has existed for a long time or which has 
developed early in life almost always behaves this 
way. Special insulin techniques are then required 
for best results. Selection of the most appropriate 
insulin often makes the difference between good 
health and some degree of disability. 
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The most common pattern in diabetes of this 
type is as follows: Without insulin, glycosuria is in- 
tense, symptoms severe and acidosis extremely like- 
ly to occur. With ordinary insulin, multiple daily 
injections are required for good control, including 
one during the normal hours of sleep. Fasting 
hyperglycemia is high unless a substantial dose of 
one of the depot insulins is used or ordinary insulin 
is given during the night. Protamine insulin in 
dosage great enough to reduce the early morning 
sugar level to normal permits heavy glycosuria 
to follow meals and yet it is likely to cause noc- 
turnal hypoglycemia. The insulin requirement 
commonly ranges from 40 to 80 units daily, al- 
though exceptions may occur in insulin-sensitive 
individuals. 


Diabetes so severe that these characteristics are 
present requires one of the depot insulins with in- 
termediate action. Globin insulin or one of the 
protamine insulin mixtures containing at least twice 
as much insulin as protamine insulin often corrects 
the faults in timing of the standard preparations. 


Globin insulin may stop both the post-prandial 
glycosuria and nocturnal hypoglycemia and yet 
preserve an approximately normal fasting level. 
It may cause insulin reactions at the time of its 
peak action (eight to sixteen hours after injection) 
or permit slighly high early morning levels due to 
inadequate overlapping. In that event the slightly 
less intense, more prolonged action of a 2:1 mix- 
ture is preferable. 


On the other hand, if either of these insulins 
permits afternoon or evening glycosuria to occur 
in spite of daily doses large enough to reduce noc- 
turnal glycemia to normal, an insulin with even 
more rapid action is required. A mixture con- 
taining 24% or even 3 times as much insulin as pro- 
tamine insulin is then needed. Diabetes of this 
type is unusual. 


Labile (“Brittle”) Diabetes—A good many 
young (and some older) patients with diabetes of 
long standing exhibit a pattern which defies almost 
all attempts at perfect control of glycosuria with- 
out insulin shock. On ordinary programs of man- 
agement they behave unpredictably. A constant 
diet and insulin regime permits sudden and un- 
expected shifts in glycemia from one extreme to 
the other for no apparent reason. These patients 
accept large waves of glycosuria alternating with 
severe insulin reactions with resignation and con- 
cern. Their number is increasing because of the 
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Irregular behavior of labile diabetes on single daily doses of each of 5 intermediate insulins 


Fig. 3. Improvement in control of severe, labile diabetes when an intermediate insulin was given twice daily instead of once. 


Diet constant throughout. 


lengthened life and greater duration of diabetes of 
young people with the disease. 

A satisfactory balance is difficult to secure for 
these patients and sometimes impossible. Ordi- 
narily some degree of glycosuria must be accepted 
as the lesser of two evils, the other being frequent 
insulin shock. Compromise with ordinary stand- 
ards of control is inevitable in some cases. The 
most satisfactory criteria for treatment involve: 
first, maintenance of normal nutrition; second, 
freedom from diabetic symptoms and all keto- 
nuria; third, elimination of severe reactions from 
insulin; and, finally, as little glycosuria as possible 
without great inconvenience in the diet or insulin 
routine. 

With presently available methods of treatment, 
two specific plans are most satisfactory. Both 
take advantage of the fact that insulin modifica- 
tions with sustained action are unpredictable in 
their intensity of overlapping effect. Modifications 
with more rapid action, injected more frequently, 
distribute their available insulin more uniformly 
and efficiently. 

The most effective but also most inconvenient 
of these plans involves the injection of unmodified 
insulin three or four times daily, including an 
injection during the hours of sleep. Four doses 
of equal size given at approximately six-hour in- 
tervals along with feedings of equal value are capa- 
ble of yielding good control even in the most diffi- 
cult patients of this type. (The fact that this is 
possible appears to prove that the unpredictable 
behavior is due to inconstant rates of insulin re- 
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contrasted with better control on two daily doses of globin insulin . Diet constant throughout 





lease inherent in all depot insulins given at longer 


intervals). The regime is so arduous that few 
patients can adhere to it for long. The two night- 
time doses may be replaced by one dose of an 
intermediate preparation with less inconvenience 
but also with less consistent control. 

The most satisfactory plan (which compromises 
between convenience and perfect control) involves 
the use of one of the intermediate insulins twice 
daily. Figure 3 shows the improved control se- 
cured in one brittle case when this technique was 
substituted for one larger dose given once daily. 

Specifically, the method requires that the total 
daily insulin dose be divided into a larger dose 
(from two-thirds to three-quarters of the total) 
before breakfast and a smaller dose (from one- 
third to one-quarter of the total) at bedtime, along 
with a small lunch. Shifts in balance are mini- 
mized by this method. Slightly smaller amounts 
of insulin are needed, probably because of greater 
efficiency. The exact timing of the insulin is not 
important, provided one of the intermediate mod- 
ifications is used. The effect of the morning dose 
is judged by the sugar levels in the late after- 
noon and evening—of the night dose, by the levels 
before and after breakfast. Redistribution of food 
often improves the results after uniform patterns 
of insulin are apparent. 


Acute Complications: Emergency Treatment 


The most effective treatment of diabetes me!- 
litus during acute complications differs radically 
from that applied routinely. The reason for this 
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is that haste is essential. Acute illness puts sugar 
metabolism out of control; this, in turn, aggra- 
vates the illness, which again affects the diabetes 


adversely. This effect is illustrated clearly in 
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Fig. 4. Effect of acute infection on blood and urine sugar levels 


in mild diabetes. 


Figure 4. The vicious cycle thus initiated by acute 
disease cannot ordinarily be treated aggressively 
by routine methods involving diet adjustment and 
slowly acting insulins. Special methods must be 
applied which depend primarily on the use of 
ordinary insulin at frequent intervals. 

Acute diseases which most frequently demand 
vigorous treatment by quickly effective methods 
are acidosis, acute infection, surgical interference 
and trauma. All of these except severe forms of 
acidosis can be managed easily by a rational meth- 
od of using ordinary insulin. The treatment of 
precomatose and comatose states will, therefore, 
be considered separately. 

Six-hour Emergency Management.—W hen 
heavy glycosuria, with or without ketonuria, exists 
as a result of any acute illness, it can be eliminated 
within twenty-four hours, as a rule, by judicious 
adjunctive use of ordinary insulin at six-hour inter- 
vals, together with six-hour tests and feedings of 
uniform size. The method, devised by Woodyatt 
and used by many of his pupils and patients, is 
simple, effective, and easy to understand and apply 
for quick adjustment during changing conditions. 
It may be used in mild acidosis without symptoms, 
during acute infection if the sugar balance is dis- 
turbed, before operations if quick control is essen- 
tial, and after operations, anesthesia or severe in- 
ju:ies which result in abnormal hyperglycemia and 
glycosuria. In principle it involves: (1) feedings 
of equal glucose value every six hours, night and 
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day; (2) tests of the urine for sugar about six 
hours after each of these feedings; (3) injections 
of unmodified insulin every six hours, after each 
test and before each next feeding, the size of each 
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Fig. 5. Emergency management of diabetes during acute com- 
plications by injections of unmodified insulin at 6-hour intervals, 
constant carbohydrate supply and 6-hour urine tests which deter- 
mine subsequent insulin dosage. 


dose determined by the response to the previous 
injection. Figure 5 outlines the methods in dia- 
grammatic form. 


Feedings.—In order that the supply of sugar 
may be constant and, therefore, ignored as a pos- 
sible variable affecting the sugar balance, a meal, 
series of feedings or parenteral injection of uni- 
form glucose value is given every six hours through- 
out each twenty-four hour period. For adults, 
feedings of 40 grams glucose value are most con- 
venient. This value may be lowered or raised, if 
desired, for any given patient, but it should be 
maintained at a uniform level, both day and night, 
after it is selected in any one case, unless insulin 
shock demands extra sugar temporarily. 


The alimentary capacity of the patient naturally 
determines the choice of individual feedings. Dur- 
ing vomiting and immediately pre- and post-opera- 
tively, glucose or glucose-amino acid solutions 
should be injected hypodermically or intravenously. 
By vein they should be injected at slow rates which 
will not flood the tissues and create transient waves 
of glycosuria. Five per cent solutions given at 
rates of 2 to 3 c.c. per minute will not do this. 
Sick persons with anorexia can be given liquid 
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feedings in divided doses at rates which will sup- 
ply uniform amounts of sugar every six hours. 
With normal appetites the entire feeding can be 
taken in a substantial meal every six hours, except 
during the night when a single liquid is preferable. 


Tests.—About six hours after the beginning of 
each feeding period the urine is tested for sugar. 
Greatest accuracy in judging the need for insulin 
results from tests of small specimens obtained 
shortly after previous emptying of the bladder 
near the end of the period. Bladder retention 
must be avoided. The urine is tested immediately, 
by any qualitative method, by the patient, attend- 
ant or nurse. The result determines the size of the 
next dose of insulin. Blood sugar analysis is un- 
necessary and not expedient because of time limi- 
tations. In retrospect it aids in decisions about 
insulin, particularly when excessive, but it is not 
indispensible for effective results. 


Insulin.—Unmodified ( regular or crystalline) 
insulin must be used exclusively for quick regu- 
lation. The size of the initial dose is determined 
by the severity of the diabetes, previous use of 
depot insulins, average daily requirement of the 
patient and intensity of the complicating illness. 
Ordinarily, from 10 to 20 units are given initially 
except in severe illness or resistant cases, when 40 
units or more can be used safely. 

The effect of the initial dose and each subse- 
quent one can be judged by the test on urine se- 
creted four to six hours after injection. If the 
test is heavy, a substantial increase should be made 
in the next dose. If the sugar clears rapidly as 
a result of the previous injection, the dose should 
be repeated or lowered slightly. If hypoglycemia 
results, the dose should be reduced decisively. The 
size of repeated doses is adjusted according to these 
rules until an amount is determined, by trial and 
error, which, when given repeatedly, maintains 
the urine approximately free from sugar without 
causing insulin reactions or hypoglycemia. This 
maintenance dose can then be given, along with 
the uniform feedings, as long as the complication 
exists. Minor adjustments can be made as the 
insulin requirement changes. 


The success of this method of using insulin 
depends on a number of factors. The sugar sup- 
ply must be uniform, day and night. Trial and 
error determines the insulin needed by each pa- 
tient. The six-hour interval must be maintained 
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continuously for feedings, tests and insulin. No 
single dose of insulin can be omitted, even if no 
food is taken, without affecting the reliability of 
the method, because serious dislocation of over- 
lapping effects thereby is introduced. Finally, 
depot insulins should not be adjusted while this 
method is in operation. If used previously, they 
should be continued in the same dosage and the 
need satisfied by the insulin supplement. If not 
used previously, they should not be started until 
the daily requirement of the patient can be esti- 
mated and routine management begun. Their 
adjustment during emergencies introduces a varia- 
ble which only makes decisions regarding the six- 


hour dosage of supplementary insulin more diffi- 
cult. 


Advanced Diabetic Acidosis (Precomatose and 
Comatose States).—It must be appreciated that 
the therapeutic methods described in this section 
are applicable only when ketogenic acidosis exists 
in an advanced stage. Undoubtedly the most seri- 
ous emergency caused by diabetes mellitus and 
usually dramatically responsive to proper treat- 


‘ment, the severe form of acidosis accompanied by 


vomiting, breathlessness and stupor calls for ag- 
gressive treatment. Milder stages of acidosis with 
ketonuria but without typical symptoms should be 
stopped by the more gentle method just described. 
Unconsciousness in diabetes caused by complica- 
tions other than acidosis (viz., cerebral and cardiac 
vascular accidents, trauma, insulin shock, alcohol) 
should be distinguished carefully from diabetic 
coma and precoma and treated by appropriate 
methods. Strenuous therapy, as used for severe 
acidosis, can be disastrous if applied in mild aci- 
dosis or other forms of coma not due to acid 
intoxication. 


In the order of their greatest importance, the 
useful therapeutic weapons are unmodified insulin 
in large doses at frequent intervals, parenteral 
fluids, glucose, salt replacement, and plasma and 
circulatory sitmulants on occasion. 


Insulin—Only unmodified insulin should be 
used. Depot insulins serve no useful purpose in the 
emergency, although there is some advantage in 
not stopping them if used previously. Ordinary 
insulin must be given without delay in large doses 
at intervals of not more than six hours. The 
prompt administration of a decisively large dose 
often is of life-saving importance because time 
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runs out. Other agents used in treatment are of 
no importance if too little insulin is used too late 
or if effective insulin is allowed to fade by long 
intervals between doses. 


The size of the initial dosage depends on the 
size and condition of the patient. In adults with 
vomiting, moderate breathlessness and drowsiness, 
alkali reserve readings in the vicinity of 20 to 30 
volumes per cent, an initial dose of 40 to 80 units 
is indicated. Twice as much should be given ini- 
tially if extreme air hunger and deep stupor are 
present and the blood pressure, pulse and urine 
output are not critically affected. True coma 
usually does not exist up to this stage. After 
circulatory collapse has begun, with cyanosis, cold- 
ness, rapid pulse, low blood pressure, oliguria or 
anuria and failing respiration, all treatment is 
usually ineffective unless several hundred units are 
given immediately, at least one-half by vein, and 
circulatory efficiency is restored by other supportive 
measures. In children this suggested dosage scale 
should be revised according to body weight. If 
severe infection accompanies advanced acidosis, 
dosages should be doubled, at least. 


The only dependable rule dictates that enough 
insulin should be given to stop the progress of the 
acid intoxication without causing violent insulin 
shock. Ordinary doses are ineffective and massive 
doses not to be feared if the patient is critically 
ill. Insulin shock can be prevented by glucose ad- 
ministration as required: therefore, it is better to 
err by giving too much than too little. 


The patient’s response to the insulin given ini- 
tially determines the size of subsequent dosage. If 
irreversible parenchymatous damage has not oc- 
curred, effective insulin is indicated primarily by 
improvement in respiratory distress in three to 
five hours. Abrupt decreases in preceding diuresis 
and high sugar levels give confirmatory proof of 
adequate insulin and warn of danger of hypo- 
glycemia. These usually occur later and are of 
less value as early guides than the rate and depth 
of breathing. If no improvement is seen within the 
first three to five hours, the initial dosage must 
be considered ineffective and larger amounts given 
promptly and watched as before. Single large 
doses are more rapidly effective and more easily 
evaluated than multiple small doses at short in- 
tervals. Under no circumstances should more than 
six hours elapse before additional insulin is given, 
even after massive initial amounts with favorable 
response. 
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After improvement occurs, an injection of insulin 
should be given every six hours, day and night, 
according to the principles outlined previously for 
the six-hour emergency method. A massive dose 
can be repeated, if seen to be effective, until ex- 
cessive polyuria, glycosuria and ketonuria have 
been stopped. Thereafter it can be halved every 
six hours, provided increasing glycosuria does not 
recur, until ordinary maintenance doses of 50 to 
100 units daily (12 to 24 units every six hours) 
prevent excessive glycosuria without causing hypo- 
glycemia. Routine feeding and depot insulin con- 
trol can then be resumed, as described previously. 
Patients who have come out of severe acidosis 
seldom can be maintained on less than 40 units of 
insulin daily. They usually require more. 


Fluids.—Because of vomiting and diuresis, ex- 
treme dehydration always exists in advanced dia- 
betic acidosis. Its correction is secondary in im- 
portance only to sufficient insulin. 

During the first day of treatment at least three 
liters of water must be given to the adult of 
average size. Four to six liters are probably better, 
although cardiac and gastric dilatation can occur 
readily by administration rates which are too 
rapid. 

If anuria exists, fluids should be given as 5 per 
cent glucose to protect against insulin shock from 
large doses. If the urine output is satisfactory, 
1/6 molar sodium lactate or normal salt (without 
glucose) can be used as long as heavy glycosuria is 
known to exist by frequent testing of catheterized 
specimens. Delay in giving glucose helps to re- 


hydrate the subject more rapidly because glyco- 
suria and diuresis, which are excessive at first, are 
not increased by glucose, which is wasted. Abrupt 


fall in urine volume or sugar demands prompt use 
of glucose solutions to prevent insulin shock. 

Not enough fluid can be given in early stages 
by routes other than parenteral ones because of 
vomiting and stupor. 


Glucose.—After heavy glycosuria and polyuria 
decrease as a result of insulin, glucose with or 
without amino acids should be given in solution 
parenterally until food and fluids can be taken by 
mouth. About 40 grams every six hours represents 
a useful and convenient rate. It can be increased 
temporarily if hypoglycemia threatens. It is highly 
desirable to give enough to reproduce glycosuria 
when the urine clears suddenly due to large 
amounts of insulin. The 40 grams per six-hour rate 


425 








can then be resumed when a moderate insulin 
dosage scale is approached. This can be given by 
mouth, as soon as alimentary capacity permits, by 
a choice of feedings with 40 grams glucose value. 


Salt replacement.—Vomiting and diuresis result 
in significant losses of mineral elements from the 
body which must be replaced. Sodium, phosphorus 
and potassium have been shown to be of greatest 
importance in this respect. 

Sodium should be given in 20 to 40 gram 
amounts parenterally during the first day as normal 


saline or 1/6 molar sodium lactate solution. At 
least 2 grams of potassium should be given in ad- 


dition if any signs of hypopotassemia exist (ex- 
treme muscular weakness, respiratory embarrass- 
ment, low blood potassium level). Phosphates are 
excreted in large amounts in acidosis and are 
necessary for normal sugar utilization. Probably 
they should be given routinely along with sodium 
and water. 


Circulatory support.—When diabetic subjects in 
acidosis are first seen very late in the course of the 
acid poisoning, an unavoidably high mortality rate 
is inevitable. Characteristic of this terminal stage 
are cyanosis, hypotension, rapid thready pulse, cold- 
ness, anuria, shallow respiration, and plasma car- 
bon dioxide combining power below 10 volumes 
per cent. Recovery from this condition is possible 
only if the shock-like state can be restored towards 
normal, even though all other methods of treat- 
ment are carried out with meticulous thoroughness. 

Two or three units of blood plasma given intra- 
venously may restore adequate circulation. Other 
fluids in large amounts are indispensable. External 
heat should be used. Circulatory stimulants such 
as caffeine, camphor and even digitalis sometimes 
appear to help. Epinephrine should not be used. 
If the circulation cannot be improved by +these 
or other methods, the outcome is usually fatal. In 
borderline situations in which it can, the use of 
those methods, along with heroic treatment of the 
acidosis, represents the difference between success 
and failure of treatment. 

636 Church St. 
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UMW to resume medical and hospital benefits prompt- 
ly. Signing of the new coal contract probably will al- 
low the UMW Welfare Fund to resume medical and 
hospital benefits promptly, according to Dr. Warren F. 
Draper, executive medical director of the fund, which 
stopped payments last September. Under the new con- 
tract the fund’s royalty goes from 20 to 30 cents per 
ton. 
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Scalp Traction in Manage- 
ment of Cephalic Presenta- 
tion with Hydrocephalus 


Milton Michael Rozan, M.D. 
Lansing, Michigan 


O MY KNOWLEDGE, the use of scalp trac- 

tion in handling cephalic presentation with 
hydrocephalus, as demonstrated in the following 
case report, has not been described in the litera- 
ture. The procedure seems so simple and logical 
that it was thought worthwhile reporting. 


Case Report 


Mrs. B. S., aged twenty. Gravida 1, para 0. Last 
menstrual period, April 12, 1948. Estimated date of con- 
finement, January 19, 1949. Family history negative. 
Past history: appendectomy, December, 1947. Cata- 
menia: onset at age of twelve, twenty-eight day cycle, 
lasting six days, moderate on the first day. 

Course of pregnancy uneventful. Hydrocephalus was 
detected by her family physician January 14, 1949. Con- 
firmed by x-ray January 15. The patient was seen in 
consultation January 23, five days after membranes 
had ruptured. Medical induction of labor had been 
done the day previously. 

General physical examination was negative. Blood 
pressure, 120/76. Urine negative. Hemoglobin, 12 gm. 
Red blood cells, 3,800,000. Type A. Rh positive. 

Abdominal examination: Term pregnancy, OLT, with 
a very large hydrocephalic head felt in the lower abdo- 
men. 

Rectal examination: Cervix admitted one finger. Pains 
irregular. 


Expectant treatment was advised until there was suf- 
ficient dilatation to permit craniotomy. 


The progress of labor was very slow. Thirty-six hours 
after the onset of labor, vaginal examination revealed the 
cervix to be effaced and 3 cm. dilated, with sutures 
widely separated. A 17-gauge spinal needle was intro- 
duced and 650 c.c. cerebrospinal fluid removed. A Willits 
clamp was applied to the scalp and the patient returned 
to bed where traction was applied in the routine manner. 
Treatment was begun with antibiotics. Twelve hours 
later (after forty-eight hours of labor) the patient had 
a chill, with temperature of 103.2° and pulse 120. Cer- 
vix 8 cm. dilated. The patient had been well sedated 
during labor, and the fluid balance had been maintained 
with intravenous fluids. She was taken to the delivery 
room where craniotomy was performed, the cranioclast 
was applied and the baby delivered without difficulty. 
The baby also had a marked spina bifida. The placental 
stage was uneventful. Temperature rapidly returned to 
normal. The postpartum course was uneventful. Anti- 


(Continued on Page 470) 
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RICKETTSIAL DISEASE—SMYTH 


Rickettsial Disease 
in Michigan 


Report of Two Cases 


By Charley J. Smyth, M.D. 
Eloise, Michigan 


R OCKY MOUNTAIN spotted fever, so named 
because it was first recognized in that section 
of the United States, is an acute infectious disease 
caused by a bacterium-like microorganism Derma- 
centrovens rickettst which is transmitted to humans 
by the bite of an infected tick. It is the most com- 
mon rickettsial disease occurring in this country 
and is characterized by a sudden onset, a high 
sustained fever, mental disturbances, profound 
prostration and a rash. 

For a number of years it was thought that in 
North America this disease was limited in distribu- 
tion to the States of the Northwest. However, a 
recent survey by Dyer has reported that cases of 
spotted fever have been reported in the literature 
from forty-one of the forty-eight states. According 
to this author, no confirmed cases have as yet been 
reported as originating in the states of Maine, New 
Hampshire, Vermont, Connecticut, Rhode Island, 
Wisconsin, or Michigan. 

In September, 1941, within two days a man and 
wife were admitted to the William J. Seymour 
Hospital, Eloise, Michigan. This couple were 
itinerate actors and had traveled eastward across 
the northwestern and midwestern states in an auto- 
mobile trailer during the months of April through 
August, 1941. In the first week of April they were 
in Vancouver, British Columbia; later in the same 
month they were empleyed in Seattle, Tacoma and 
Spokane, Washington, and in Portland, Oregon. 
During May they appeared in Salt Lake City and 
Provo, Utah, and in June in Casper, Wyoming, 
and Denver, Colorado. They spent the month of 
July in Kansas City. Following a two-week stop 
in Toledo, Ohio, they arrived in Michigan and 
were employed as entertainers in Detroit and Lans- 
ing until the onset of their illness. During these 
months they lived in their automobile trailer home 
with their two trained dogs which were a part of 
their act. The dogs were considered valuable, and 
these individuals were almost constantly in close 
contact with them. 


From the Department of Medicine, Wayne Univesity Ctege of 
Medicine, Detroit, and the Wayne County General Hospital, Eloise, 
Michigan. 
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Fig. 1. Case 1. C.S., aged twenty-nine. 


Both of these patients presented the typical 
clinical features of a rickettsial disease and were 
considered by us as having Rocky Mountain spot- 
ted fever. Members of both the Michigan Depart- 
ment of Health and the Detroit Health Depart- 
ment, who saw and examined these patients, con- 
curred in this opinion. In tissue sections, from one 
of the patient’s examinations in the Michigan De- 
partment of Health laboratories and in the labora- 
tory of this hospital, rickettsia were observed. The 
lesions seen were considered to be due to Rocky 
Mountain spotted fever. We were unable to estab- 
lish a virus etiology by serological tests in labora- 
tory animals, and therefore an absolute diagnosis 
in these cases was not established. 

The purpose of this communication is to pre- 
sent these two fatal cases of probable Rocky 
Mountain spotted fever which I believe are the 
first to be reported from Michigan. Because of 
modern high-speed transportation, sections of the 
country once widely separated geographically are 
now brought closer together. Therefore, Rocky 
Mountain spotted fever which originally was limi- 
ted to the northwestern section of our country has 
now been recognized in yet another state which 
until now had been free from this disease. 


Case Reports 


Case 1.—C. S. (Fig. 1), a white married woman, aged 
twenty-nine years, was brought by her husband to the 
William J. Seymour Hospital September 9, 1941, from 
their trailer home in Dearborn, Michigan. Ten days 
before admission she developed a severe non-bloody 
diarrhea. A few days later she began to have chills and 
fever, complained of severe headache and had to go to 
bed. Three days prior to admission she became dis- 
oriented and was found wandering aimlessly about the 
trailer camp. During the next two days she became 
progressively more irrational and stuporous. 
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Fig. 2. Sections of skin obtained at autopsy from Case 1. (A) Intracellular organisms are shown in this photomicrograph (x750) 
as multiple black dots. (B) Large phagocytic cell containing many organisms and others lying outside the cells (x750). 


Examination at the time of admission revealed the 
patient to be a well-developed, well-nourished white fe- 
male appearing her stated age, acutely ill, disoriented 
and delirious. The skin was dry and warm with a gen- 
eralized rose to purple colored macular rash. On the 
arms and legs there were numerous small petechiae. The 
conjunctivae were markedly congested and slightly icteric. 
The pupils were equal, regular and reacted to light. The 
ocular fundi were negative. The tongue was dry and 
red. There were small petechiae on the buccal mucous 
membrane. The pharynx was injected and the posterior 
wall was covered with a muco-purulent exudate. The 
neck revealed no rigidity. The heart and lungs were 
negative. There was no spasm of the abdominal muscles, 
and no organs or masses were palpable. There was a 
gross tremor of the arms and hands and extreme tender- 
ness of the calf muscles bilaterally. The reflexes were 
physiological. 

On the first hospital day the white blood cell count 
was 12,500 per cu. mm. and the red blood cell count 
was 5,100,000 per cu. mm. The following day the hemo- 
globin was 14 gm. per cent, white blood cell count 
23,950 per cu. mm., red blood cell count 4,220,000 per 
cu. mm., and the blood platelets 42,000 per cu. mm. 
On the third hospital day, which was the day of death, 
the white blood cell count increased to 59,500 per cu. 
mm. and the platelets were 68,500 per cu. mm. The 
blood Kline reaction was negative. 

Because of the sudden onset of the illness with chills, 
intense headache, prostration, high temperature and 
diarrhea, the patient was suspected of having an over- 
whelming infection and was therefore placed in isolation 
and on stool precautions. A blood culture and agglutina- 
tion tests for typhoid, paratyphoid and Brucella were 
done on the third hospital day and were all negative. The 
presence of purpura and thrombocytopenia made _ us 
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suspect a hemorrhagic blood disease; however, this pos- 
sibility was eliminated when it was determined that the 
bleeding time was 2 minutes and the coagulation time 4 
minutes. No agglutination tests for the rickettsial group 
of diseases were done. A roentgenogram of the chest 
taken on the third hospital day revealed areas of pneu- 
monitis throughout the lower halves of both lung fields. 


Treatment consisted of an intravenous injection of 
1,000 c.c. of 5 per cent glucose solution soon after admis- 
sion and a similar infusion twice daily during the next 
two days. A transfusion of 250 c.c. of whole blood was 
given on the third hospital day, and intravenous sodium 
sulfathiazole was started. However, only an initial dose 
of 4 grams and a single 1 gram dose were administered 
before the patient expired. 

An autopsy examination was performed at the Wayne 
County Morgue by the coroner. There was marked gen- 
eralized congestion of all orgahs and bronchopneumonia 
in the lower lobes of both lungs. A few hemorrhages were 
noted in the meninges of the brain and the brain sub- 
stance. Tissue sections were prepared for microscopic 
study in the Eloise Hospital Laboratory, and sample sec- 
tions were submitted to the Michigan Department of 
Health laboratories. The following report was received: 
“Throughout almost all of the tissues submitted, there is 
prolipheration and degeneration of the endothelial lining 
of the blood vessels. Many of the cells are swollen and 
vascular thrombi are found. There is an extensive de- 
generative process involving the spleen, liver and tubu- 
lar epithelium of the kidneys. Focal areas of round cell 
infiltration are found in the liver. Intra- and extra-cellu- 
lar rickettsia are demonstrated, particularly well in the 
skin sections (Fig. 2). The lack of focal lesions in the 
material from the brain, and the location of the lesions 
seen, suggest that this is Rocky Mountain spotted fever 
rather than typhus.” Sample tissue sections from this 
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patient were also sent to the National Institute of Health, 
and Dr. T. L. Perrin returned the following report: “The 
lesions found in the sectioned tissue in the above cases 
were not inconsistent with a diagnosis of Rocky Mountain 
spotted fever, but they were not characteristic.” 


Case 2.—P. S., a white man, aged thirty-three (Fig. 3). 
When officers went to the trailer camp to notify the hus- 
band of his wife’s death, he was found in bed acutely ill. 
His friends said that for a few days he had, at times, 
appeared confused. He had, however, seemed well at the 
time that he brought his wife to the hospital three days 
before, and when he visited her the following day. Ques- 
tioning him revealed that for several days he had had 
frequent liquid stools which contained no blood or mucus. 
He had experienced several chills that day, felt feverish 
and complained of a productive cough. He had also had 
pain in the chest and an intense headache. 
therefore brought to the hospital. 

He was a well-developed, obese, white male who was 
obviously acutely ill, irrational at times, covered with 
perspiration and having periodic chills. His entire body, 
except for the face, was covered with a red maculo- 
papular rash. The lesions varied in size from 1 to 15 mm. 
in diameter, were discrete and faded with pressure. On 
the inner aspect of the mid-thigh was an irregular ecchy- 
motic area measuring 2 by 4 cm. The conjunctivae were 
intensely congested and edematous. The pupils were 
dilated, round, regular and reacted to light and were in 
accommodation. The optic fundi were normal. The ton- 
gue was coated and dry. The chest was negative except 
for slight diminution of vocal fremitus at the base of the 
left lung. The heart was negative. The blood pressure 
was 136 systolic and 76 diastolic. Examination of the 
abdomen revealed the liver to be palpable 5 cm. below 
the right costal margin. The genitalia were normal. 
The reflexes were physiological. 

The rectal temperature remained continuously high at 
a level of about 105° F. He was restless and became 
progressively more irrational; at times he had auditory 
hallucinations. On the third hospital day a marked 
tremor of the lips, tongue and extremities developed; the 
eruption became more pronounced and was redder in 
color with many purpuric spots. 


He was 


During the first two days in the hospital he passed 
many loose non-bloody stools, and on the next day the 
abdomen was noted to be markedly distended and tym- 
panitic. This was followed by vomiting which persisted 
until death on the fourth day after admission. 


Because of the unexplained diarrhea this patient re- 
ceived sulfaguanidine 8 gm. on the day of admission and 
12 gm. daily on each subsequent day. A transfusion of 
250 c.c. of whole blood was given on the day of admis- 
sion and 500 c.c. on the third hospital day. The daily 
fluid intake was supplemented by intravenous 5 per cent 
glucose solution. 


An autopsy was performed eleven hours after death 
by Dr. S. E. Gould, Wayne County General Hospital 
pathologist. The skin showed marked lividity with scat- 
tered hemorrhagic spots in the skin of the right thigh. 
The conjunctivae were deeply injected. Both lungs were 
markedly congested, and the bronchi were filled with 
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Fig. 3. Case 24 P.S., aged thirty-three. 


purulent exudate; there were no areas of pneumonia. The 
liver weighed 2400 gm. and beneath the capsule there 
were multiple 1 to 15 mm. bluish dots. The parenchyma 
of the spleen was soft, dark purplish in color and it 
weighed 710 gm. The kidneys were swollen, soft and 
intensely congested with numerous submucosal pin-point 
hemorrhages. Likewise throughout the gastrointestinal 
tract, in the leptomeninges and in the brain there were 
petechial hemorrhages. . 

Tissue sections from this second case were sent to the 
National Institute of Health and examined by Dr. T. L. 
Perrin. He reported that the lesions found were not 
inconsistent with the diagnosis of Rocky Mountain 
spotted fever, but he added that they were not char- 
acteristic. He observed no rickettsiae in the tissue sec- 
tions which he examined. 

In specimens removed by sternal aspiration rickettsial 
bodies were found in large phagocytic cells, also in sec- 
tions of the liver and the lung removed at autopsy by 
Dr. S. E. Gould (Fig. 4). 


Discussion 


The presence of the following major clinical 
manifestations of Rocky Mountain spotted fever, 
namely, sudden onset, generalized macular and 
purpuric rash, sustained high fever, mental dis- 
turbances and profound prostration, together with 
the finding of characteristic intracellular organisms 
in the tissues at autopsy would seem to place the 
diagnosis of Rickettsial Disease of Rocky Mountain 
spotted fever type on reasonably safe grounds. 

During the same summer that these two cases 
occurred in Michigan, seven cases of Rocky 
Mountain spotted fever were reported in the 
neighboring state of Indiana. The onset of one of 
these cases was in June; two cases occurred in July 
and three in August. Three of these seven cases 
died. 

The suggestion that the first of our cases was 
due to one of the rickettsial diseases was made by 
a member of the staff who had seen many cases 
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Fig. 4. Organisms in tissues removed at autopsy from Case 2. 
(B) Liver (x750) showing the organisms in the hepatic cells. 


of typhus fever in Central Europe during and 
after World War I. Unfortunately, however, this 
patient expired before an absolute diagnosis was 
established by agglutination and cultural studies. 
Therefore, when this patient’s husband was ad- 
mitted one day after her death acutely ill and with 
similar symptoms, efforts were immediately made 
to establish the diagnosis by agglutination tests 
and/or the isolation of the virus. Specimens of 
blood were taken on the day of admission, which 
was the tenth day of the illness, and sent to the 
Rocky Mountain Laboratories of the U. S. Public 
Health Department in Hamilton, Montana. Ad- 
ditional blood samples taken on the twelfth and 
thirteenth days of the disease were submitted to the 
Michigan Department of Health Laboratories. 
The Weil-Felix agglutination reaction, using anti- 
gens of various B. proteus strains, was reported 
from both of these laboratories and from our own 
laboratory as being negative. Agglutination reac- 
tions using antigens of bacterium tularense, brucel- 
la abortus, American Q fever and B. typhosus were 
also reported as being negative. 

The fact the agglutination tests were negative in 
this case does not disprove the diagnosis of Rocky 
Mountain spotted fever because the agglutination 
titer may not be significantly elevated until the 
fifteenth to the twentieth day of the illness. 

Further efforts were made to confirm the diag- 
nosis of Rocky Mountain spotted fever by guinea 
pig inoculation and cross immunity tests. Blood 
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Intracellular location in a_ section from the lung (x750). 


from the second patient was taken during life and 
at autopsy and injected intraperitoneally into 
guinea pigs. In this phase of our studies we were 
also assisted by the Rocky Mountain Laboratories. 
Twenty-two guinea pigs which had been inoculated 
in our hospital laboratory were shown to have 
Salmonella infection on arrival at the U. S. Public 
Health Laboratory. Cross immunity tests on these 
animals, according to Dr. R. R. Parker, were ab- 
solutely valueless. We were, therefore, unsuccessful 
in all attempts to isolate the infectious agent. 

It was of interest to learn if possible how this 
man and his wife were infected. The incubation 
period for Rocky Mountain spotted fever is now 
generally agreed to be from two to fourteen days. 
It is therefore improbable that either of these pa- 
tients was infected at the time they were in the 
western states where the disease is endemic. It 
seemed to us probable that one of the dogs 
harbored the vector responsible for the disease and 
that the human infection did not occur until short- 
ly before or soon after they arrived in Michigan. 
This possibility was investigated, but no ticks or 
fleas were found on either dog or in the trailer 
after a careful search. 


Summary 
Two cases having the clinical features of a 
rickettsial disease occurring in Michigan are re- 
ported. These patients were itinerate night club 
(Continued on Page 493) 
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Uterogram in Sterility 


By R. C. Hildreth, M.D., and ' 
C. P. Chrest, M.D. 


Kalamazoo, Michigan 


HE UTEROGRAM is another x-ray examina- 

tion that is increasing in popularity in certain 
radiographic departments and medical centers. The 
309 patients who have undergone this examina- 
tion as an office procedure since 1937 have been 
referred primarily for aid in the study of a sterility 
problem. Review of this series of cases permits one 
to state that the procedure is relatively simple, 
safe, and practical. 

This series is composed of patients referred by 
local physicians, principally general practitioners. 
The lack of significant complications in the group 
suggests that the study should be used early in the 
detailed search of all possible causes of female 
sterility. Other important pelvic pathologic con- 
ditions throw additional emphasis on the value of 
the uterogram. This, of course, is in accordance 
with articles in the literature following the intro- 
duction of hysterosalpingography in the early 
twenties. 

By 1930, Witwer® and his associates had out- 
lined the technical procedure and described the 
normal and pathological uterogram so well that 
little important information has been added since. 
Unfortunately this important aid to diagnosis has 
never received as much attention as it deserves. 
Several authors have reported series of cases run- 
ning into the thousands, dealing principally with 
gynecological problems in general and female 
sterility incidentally. We-choose to limit our pres- 
ent discussion to pertinent factors concerning the 
use of the uterogram in the investigation of female 
sterility. Fluoroscopic control of the procedure is 
the only important technical change in the exami- 
nation in the past twenty years. 

The Rubin test, as performed with carbon di- 
oxide in many physicians’ offices, has limitations 
diagnostically and therapeutically. Approximately 
20 per cent of the women referred to us for 
uterography have experienced one or more Rubin 
tests. Most of these patients report to us that the 
iodized oil uterogram is less painful and less dis- 
turbing physically than the Rubin test. Further- 
more, one can expostulate on the advantages of a 





From the Radiologic Offices of Drs. Jackson, Hildreth, Volderauer, 
Pearson, and Chrest. 


Aprit, 1950 


UTEROGRAM IN STERILITY—HILDRETH AND CHREST 


TABLE I. ANALYSIS OF UTEROGRAMS 























Abnormal Cases 
No. Normal Cases 
T.D. less T.D. more 
No. than 33 mm. than 45 mm. 
1937 | 6 3 
1938 | 3 6 
1939 | 7 6 
1940 | 2 9 
1941 5 11 
1942 13 19 
1943 | 5 7 1 1 
1944 | 9 7 | 1 0 
1943 | 13 17 | 2 3 
1946 | 29 17 | 2 3 
1947 | 30 21 | 2 4 
1948 | 34 30 | 3 4 
152 | 157 | (11) (15) 








157 of the 309 cases represents 51% as abnormal. 

Of the last 100 cases, 11 and 15 patients, respectively, had the in- 
ternal bitubal uterine transverse diameter below or above average 
for a film-tube distance of 40 inches. 


liquid or hydraulic type of pressure over the use 
of a gas medium in the dilatation of Fallopian 
tubes closed by kinks or fine adhesions. We choose 
to look upon the uterogram as paramount in the 
detailed search of all possible causes of female 
sterility and as an important supplement to the 
Rubin test in many cases. The point to be em- 
phasized is that when a Rubin test fails to relieve 
sterility, then the use of uterogram seems indicated 
within a six months period of time. 

As indicated in Table I, 51 per cent of our 309 
cases were reported as abnormal. These abnormalli- 
ties were considered by the radiologist as definite 
enough to interfere with the patient’s ability to 
become pregnant. This high percentage of ab- 
normal findings is particularly significant of the 
value of the roentgenographic iodized oil method 
in the investigation of female sterility. Cervical 
erosions and severe stenosis of the cervical canal 
represent two common causes of sterility which 
are not discussed in this report. Also the effect on 
sterility of malpositions of the uterus is not gone 
into, although a quick perusal of patients who 
have readily become pregnant following a utero- 
gram would seem to indicate that uterus position is 
highly overrated by physicians as a sterility factor. 


Causes of Sterility 


From the viewpoint of the radiologist the causes 
of female sterility, as outlined on the uterogram, 
can be divided into three major groups: 


1. Chronic endocervicitis (Fig. 1). This is the most 
common finding reported in the abnormal uterogram 
group. This cervix often appears normal externally 
though the mucus in the cervical os may be more tena- 
cious and cloudy than usual. On films made following 


431 








UTEROGRAM IN STERILITY—HILDRETH AND CHREST 





Fig. 1. 


Chronic endocervicitis. 


injection of the opaque media, one sees deep pockets 
extending transversely from a dilated and slightly elon- 
gated cervical canal giving it a serrated appearance. 
Many of these crevices will retain opaque oil twenty- 
four hours later and represent infected and dilated glands 
of the endocervix. Gynecological correction will often 
permit successful conception providing the patient is 
otherwise able. 


2. Occlusion of both tubes is the next largest ab- 
normal group. This diagnosis is always based on the 
stereoscopic twenty-four-hour check-up film and not on 
the initial fluoroscopic or film impression, since functional 
tubal spasm might otherwise be confusing. Lack of 
characteristic peritoneal spread of the opaque oil is 
pathognomonic provided there have been no errors in 
technique. Two-thirds of the occluded tubes in this 
series have the point of occlusion at the fimbriated end, 
and with the usual hydrosalpinx formation. In the other 
one-third of obstruction cases, the block is either at the 
cornu or in the mid-tube area. Those cases with oc- 
clusion in the mid-tube area sometimes show a penetra- 
tion of the media into the tube wall, giving a sun-burst 
appearance, which is best observed using a magnify- 
ing glass since it is minute. This represents the disper- 
sion of the iodized oil into an infected tube, an analogous 
situation to the endocervicitis described above. Frequently 
endocervicitis and salpingitis of this type will be found 
to occur simultaneously. The chronic salpingitis with 
hydrosalpinx will present a characteristic appearance of 
sacculated dilatation, with the accumulation of opaque 
media showing little or no change in appearance at 
twenty-four hours or even at later intervals. 


3. Anomalies of development, tumors and miscella- 
neous factors comprise a third large group in which the 
roentgenologic explanation of sterility is plain. Figure 2 
shows a large subserous uterine fibroid which enlarges 
the uterine cavity and which mechanically would inter- 
fere with conception. The film appearance here is some- 
what similar to that described for early pregnancy, a 
condition which we did not encounter in our series of 


cases. In the literature, numerous reports of intra- 
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Fig. 2. Subserous fibroid. 


uterine pregnancies outlined by iodized oil are found, 
the examination usually having been performed without 
knowledge of the pregnancy. In the majority of cases 
the procedure did not interrupt or interfere with the 
progress of pregnancy. In cases where therapeutic 
abortion was indicated, this procedure was usually un- 
successful as the chosen method of producing the abor- 
tion. Hysterosalpingography is of questionable value in 
the diagnosis of ectopic pregnancy and suspicion of 
this condition should probably be the only indication for 
its use when pregnancy is present. Figure 3 shows an 
infantile type of uterus. Three cases in our series had 
uteri similar to that illustrated and yet conceived later. 
A fourth case had incomplete fusion of the epiphyses for 
the iliac crests at age thirty-four, a delay in osseous 
development associated with hypogonadism. This type 
of patient is less likely to conceive. Using a 40-inch 
target film distance, we find the majority of uteri have 
a transverse diameter between the internal cornu rang- 
ing from 33 to 45 mm. A diameter of less than 33 mm. 
is one criterion in the diagnosis of the infantile uterus, 
although the contour is also indicative. Above 45 mm. in 
diameter, the uterus must be considered hyperplastic, 
and in our experience conception is less apt to occur than 


‘in the infantile uterus. About 10 per cent of the cases 


examined since 1943 were classified on the uterogram 
as infantile in type and 15 per cent were of the hyper- 
plastic class. 


This is the briefest outline of the conditions 
most often encountered in our experience. The 
literature is replete with descriptions of many other 
abnormalities encountered and which are not 
mentioned above: adenomyosis of the uterus, 
ovarian tumors distinguished from retroperitoneal 
or uterine tumors, menstrual fistula, unusual peri- 
staltic or anti-peristaltic activity of the tubes, 
tuberculosis of the endometrium or tubes, retained 
secundines and hydatidiform mole, unsuspected 
malpositions in obese or otherwise difficult-to-ex- 
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amine patients. Adequate fluoroscopic and radio- 
graphic facilities are essential to the performance 
of uterography. Careful correlation of clinical 
findings is necessary if the radiologist is to make 
the best use of information derived from this 
valuable aid to gynecologic diagnosis. 


Procedure 


A radiologist, an x-ray technician and a nurse 
can perform the examination in about fifteen 
minutes in the average case. The assistance of the 
referring physician or another radiologist is desir- 
able but rarely necessary. Dark adaptation for a 
minimum of fifteen minutes is essential, and the 
preliminaries to fluoroscopy can be performed in a 
darkened room with the aid of a dimmed red light. 
No prior medication is given. The gowned pa- 
tient without shoes assumes the Sims position at the 
end of a standard x-ray table. Sterile technique 
without perineal preparation permits the place- 
ment of a bivalve vaginal speculum and _ the 
sponging of mucus from the cervical face and os. 
The cervix is grasped with two single-toothed 
tenacula. A sterile rubber coned metal cannula 
is next inserted into the cervical canal and the 
rubber cone is pressed snug against the cervical 
os while using counter-traction of the tenacula. 
On connecting the syringe, containing the warmed 
iodized oil, injection is now begun with gentle pres- 
sure and under fluoroscopic control. Without pre- 
liminary medication, we have found the patient’s 
complaint of distress to be the best index of syringe 
pressure. Manometers are not used or considered 
necessary with fluoroscopic control of the proce- 
dure. Six to 8 c.c. is usually a sufficient amount 
and is made to fill one or both tubes to the 
fimbriated ends, but no attempt is made to force 
a spill. Injection is stopped when tubes are filled 
or spill noted and stereoscopic x-ray films made 
immediately. If the tubes are filled they will in- 
variably spill oil into the peritoneal cavity later on, 
as shown by stereoscopic twenty-four-hour films, 
providing at least one tube is patent. Stereoscopy 
is often invaluable in deciding whether the opaque 
oil actually lies in the peritoneal cavity or in the 
tubes at this time. The uterus usually contracts and 
empties its cavity within five minutes after the 
procedure but we prefer stereoscopic films at the 
twenty-four-hour interval to determine patency 
of the tubes and exclude confusion from tubal 
spasm. | 


Aprit, 1950 





Fig. 3. . Infantile uterus. 


Therapeutic Effect 


In addition to the value of this procedure in the 
sterility investigation, there is the dividend of its 
frequent therapeutic effect. One does not need to 
have an extensive experience in this field before 
learning from the referring physician or the patient 
herself that pregnancy occurred. soon after the 
uterogram procedure, when failure to conceive 
was the patient’s complaint for a justifiably long 
period of time. Many referring physicians have 
come to regard this therapeutic effect as the prime 
object of the procedure. Opening of previously 
occluded tubes by mechanical or hydraulic force is 
the primary action and is well documented in the 
literature. Although the iodine in the oil is present 
in a stable form, it cannot be disproved that enzy- 
matic action within the body may release free 
iodine in minute quantities to permit some chemi- 
cal effect on infected cavities, such as a hydro- 
salpinx where. the: contrast media will remain 
trapped for long periods.. The breaking up of fine 
tube-adhesions, the straightening of tube kinks and 
propulsion of inflammatory debris is often ac- 
complished with minor effort at injection. These 
small but important tubal obstructions are not 
immediately recognized and the twenty-four-hour 
films show the typical peritoneal spill of a patent 
tube. Many case reports in the literature describe 
bilateral tubal occlusions which have become 
patent after one or more diagnostic injections. 
Heuser? in 1927 had placed the percentage of 
sterile women submitting to the examination who 
subsequently became pregnant as 30 per cent, and 
this figure is in line with our own experience and 
the reports of recent years. 
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The prognosis for pregnancy must be dealt with 
cautiously, and the radiologist should not be dog- 
matic in his statements in regard to the impossi- 
bility of conception lest the surprised parents use 
him as a namesake. Bilateral tubal occlusion means 
occlusion only at the time of examination, and 
tube behavior months or years later cannot be ac- 
curately foretold. One might be on somewhat safer 
ground in diagnosing a permanent sterility if a 
whole year follows a second or third abnormal 
uterogram. We unhesitatingly recommend repeti- 
tion of the examination at six month intervals for 
several years in all cases of bilateral tubal oc- 
clusion where pregnancy is urgently desired. Some 
of these women will become pregnant or show a 
return to patency under this regime while others, 
after repeated tests, will show no change. This 
latter group might be considered as candidates for 
plastic repair of the tubes. Although we do not 
have any firsthand experience with such patients 
in the postoperative and convalescent period, it 
has been recommended and seems quite logical 
that continued patency might be insured by early 
repetition of the injection as well as being a check 
on operative results. 


Untoward complications of this procedure are 
as rare in our experience as in the American and 
foreign literature. In three cases (1 per cent) of 
the 309 in our series, reactivation of a chronic 
salpingitis was thought to be a possibility. Two 
other cases having known tuberculous apical 
pulmonary scars and occluded tubes which were 
possibly tuberculous had no flare-up. In three 
cases before 1937 we had experience with contrast 
media entering the utero-ovarian venous channels 
directly from the cavity of the uterus and this was 
observed fluoroscopically, injection being immedi- 
ately discontinued. None of these patients pre- 
sented clinical symptoms or findings. To obviate 
the incidence of this aurora borealis-like phenome- 
non, the procedure is always done in the mid- 
interval of the menstrual period when vascular 
sinuses of the endometrium are not apt to be 
easily permeable. In the hands of those familiar 
with the procedure, hysterosalpingography is a 
safe procedure, and the accumulation of a series 
of over 4800 unselected cases by Robins and 
Shapira* without any fatality speaks for itself. 
We emphasize that adequate fluoroscopy is a 
factor in preventing complications. 
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Summary 


The uterogram is a valuable aid in the diagnosis 
of gynecological disorders as well as in the in- 
vestigation of female sterility. —The more common 
causes of sterility as revealed by this procedure 
are unrecognized chronic endocervicitis, tubal oc- 
clusion, and a mixture of pathologic conditions, 
developmental and acquired. The examination, 
as we have performed it, is an office procedure 
by the radiologist, done under sterile technique 
and without preliminary medication. Adequate 
fluoroscopic control of the procedure is essential. 
The therapeutic results of hysterosalpingography 
are as important as the diagnostic aspects in the 
handling of the female sterility problem. A single 
uterogram diagnosis of bilateral tubal occlusion, 
or hydrosalpinx, infantile or hyperplastic uterus 
should not be too discouraging to the referring 
physician because a fair percentage of these pa- 
tients do become pregnant following the pro- 
cedure. Repetition of the procedure is valuable in 
treatment as well as in prognosis. The use of con- 
trast media and roentgenography permits localiza- 
tion of the site of abnormality as well as descrip- 
tion of the abnormality itself and is superior to the 
Rubin CO, tubal insufflation method, both from a 
diagnostic and therapeutic standpoint. 


Conclusion 8 


1. The iodized oil uterogram performed under 
adequate fluoroscopic control has been found to be 
a safe procedure. 

2. A high percentage of pathologic conditions 
found in 309 cases indicates the importance of an 
early use of the uterogram in a detailed diag- 
nostic investigation of female sterility. 

3. The therapeutic importance of the uterogram 
is commensurate to its diagnostic value. 
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CHALLENGE TO SOCIALISM 


Dr. Marjorie Shearon has edited and published a 
four-page periodical “American Medicine and _ the 
Political Scene” for over four years. She has now 
changed the name to “Challenge to Socialism” because 
as she says the political scene in Washington is shap- 
ing up into a clearcut program of socialism. The 
political planners do not like the term “Socialism,” and 
deny its application to them, but that is the picture. 


JMSMS 








rus 
ing 
pa- 
r0- 
- in 
on- 
za- 
ip- 
the 


1a 


Jer 
be 


am 


ogy. 
715- 


sent 


125- 


the 
ow 
use 
ap- 
“he 
ind 


MS 





ELDERLY PRIMIGRAVIDAS—WATERS AND WAGER 


Pregnancy and Labor: 
Experiences of Elderly 
Primigravidas 


By Edward G. Waters, M.D., F.A.C.S., and 
Henry P. Wager, B.S., M.D. 


Jersey City, New Jersey 


HE pregnancy and parturitional experiences 

and problems of elderly primiparas have been 
of great interest to us, first because we have seen so 
many during recent years, and also because we 
questioned the validity of many of the old ex- 
pressed and seldom documented opinions, We are 
especially concerned with the existence and in- 
fluence of any genital tract obsolescence, frequency 
and manner of operative deliveries, character of 
the labors, incidence of complications, and _ re- 
lated facts. 

To establish a basis for such opinions as might 
be derived, we studied and catalogued the experi- 
ences and results of pregnancy and labor of alli 
elderly primiparas delivered during a_ ten-year 
period at the Margaret Hague Maternity Hospital. 
For better interpretation we contrasted these data 
with those from a comparable group of primiparas 
in the first decade of childbearing. The attitudes 
and opinions we have expressed as a result of this 
study are worthy of repetition to this meeting, for 
there are few practicing physicians who will not at 
some time use the answers. 

The childbearing life of women may be divided 
into three spans or trimesters. The first decade of 
fifteen to twenty-five years comprises definitely 
young primiparas. The intermediate group is 
twenty-five to thirty-five years, and in the elderly 
group all are over thirty-five. Since the majority of 
elderly primiparas would naturally fall into the 
earlier years of the third trimester, as shown by our 
experience, a Statistical aberration might arise by a 
comparison with the intermediate group, or under 
some conditions, the clinic material as a whole. 
Therefore, the experiences of all of the elderly 
group are tabulated for comparison with an equal 
number of young primiparas selected at random 
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and taking proportionate numbers of cases for 
each year of the ten-year period. Where sampling 
would be inadequate, as with cesarean sections, the 
comparisons are with the general clinic incidence. 

It is difficult to see the interpretive value of 
statistical data dealing solely with elderly primip- 
aras. Even if.compared to clinic material as a 
whole, a considerable portion of the intermediate 
group might contain influencing factors not too dis- 
similar from a group of elderly patients. With 
comparative analysis, however, it is believed that 
a reasonably accurate picture of the actual labor 
and parturition experiences is obtained and may be 
contrasted with probable experiences of their 
missed early childbearing decade. In other words, 
what added risks have these patients assumed by 
having their pregnancies twenty years later than 
the optimum age group? 

The answer is sought in this review of 56,396 
deliveries in a ten-year period at the Margaret 
Hague Maternity Hospital. There were 649 pri- 
miparas over thirty-five years of age, of whom 639 
were white, eight black and two yellow. In the 
pro-rated random selected group of 649 primip- 
aras under twenty-five years used for comparison, 
there were 630 white, nineteen black. 

The various tables are in general self explana- 
tory, and subsequent remarks will accentuate only 
their more significant and pertinent components. 


Effect of Age Disorders and Complications. of 
Pregnancy 


Since the manner of parturition is frequently 
conditioned or dictated by disorders or complica- 
tions of the pregnancy itself, irrespective of me- 
chanical factors, it may be well first to consider the 
ante- and intrapartum happenings. Pernicious 
vomiting of pregnancy has been considered a com- 
mon complication in elderly primiparas, but this is 
not verified by our experience. There were only 
three severe cases in the elderly group, compared 
to six in the young group. Consideration of the 
toxemias of pregnancy, however, shows pre-eclamp- 
sia and eclampsia occurring with twice the fre- 
quency, and nephritis also is much more common- 
ly encountered. Hypertension is seen about twice 
as often. This is in accord with previously pub- 
lished data from this clinic (Chesley), where toxe- 
mia incidence is higher in all groups of patients 
with pre-existing renal disease and hypertension. 
The effect of aging upon the vascular system there- 
by acquires considerable significance and is of dis- 
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tinct importance in prognosis. As might be ex- 
pected, the higher toxemia frequency materially 
influences the operative rate. Since this data shows 
pregnancy toxemia more than twice as frequent as 
in the young, it indicates the need in the elderly 
for constant and careful supervision during the last 
third of pregnancy. 

The fetus itself is subjected to the hazard of abor- 
tion, which is three times as frequent, and fetal 
death before labor (2.16 per cent), but there is 
nothing to indicate any marked increase in abnor- 
mal fetation, in contrast to common opinion. Total 
fetal salvage is approximately the same as with 
young primiparas, even though premature labor is 
a much more frequent occurrence. 

The hemorrhagic diseases of the last trimester of 
pregnancy materially influence the manner of de- 
livery. It is of more than ordinary importance, 
therefore, that we know, within reason, the prob- 
ability for these complications occurring in late 
pregnancy. We find abruption of the placenta and 
placenta previa frequent in the elderly, with 
respect to young primiparas and clinic inci- 
dence. Antepartum hemorrhage of undetermined 
cause, meaning vaginal bleeding of undetermined 
origin, probably includes certain cases of partial 
abruption or of low placental implantation. In the 
group of twenty-three elderly primiparas with 
parturition complicated’ by antepartum hemor- 
rhage, the operative incidence obviously must be 
high. These twenty-three cases contrast with five 
in the young group who hemorrhaged before par- 
turition. Reasons may be found in the data on 
pregnancy toxemia, nephritis and hypertension, 
which directly influence the occurrence of abrup- 
tion and also the increase with advancing years of 
the myopathies which make abnormal placentation 
more likely. Hemorrhagic complications are en- 
countered twice as often as in the general clinic, 
and four times that in the young patient. It is 
well, however, to remember that these absolute 
ratios still leave such complications as relatively in- 
frequent occurrences (2.9 per cent) among elderly 
parturients. 


Effect of Age upon the Mechanics of Parturition 


Pelvic types unfavorable for normal vaginal de- 
livery occur four times as often in the elderly 
group. This fact does not lend itself to easy inter- 
pretation, but it has been noted repeatedly in 
other analyses. The relationship of relative sterility 
and late pregnancy is present in some cases but not 
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so sufficiently. constant as to account for the wide 
differences noted. The factors of prolonged steril- 
ity and infertility with genital hypoplasia are of no 
more significance than in younger patients, and 
when pregnancy occurs they present essentially the 
same problems relative to labor and its manner of 
termination, irrespective of age. Less favorable 
are malpresentations, noted twice as often in the 
elderly group, a finding of significance when con- 
sidering the termination of labor. There was no 
absolute prolongation of labor, and the more fre- 
quent rupture of membranes before onset of labor 
did not influence labor duration markedly. There 
is nothing in the data obtained nor in the author’s 
experience to indicate that late childbearing is ac- 
companied by dystocia dependent upon rigidity of 
the perineal tissues, the pelvic fascia, or inflexibility 
of the pelvic ligaments. Long labors are more noted 
by the attendant when they occur, but they are not 
more frequent. There is no increase in postpartum 
uterine atony, blood loss or hemorrhage, in spite 
of the increased number of myopathic uteri. Com- 
plications dependent upon the latter would seem 
to require some other factor, as previously revealed, 
in producing conditions conducive to hemorrhage. 


There is no significant change in weight or 
measurements of the newborn. The expected in- 
crease in ovular defects is represented in the in- 
creased number of abortions, and the aging uterus 
produces an increase in antepartum intra-uterine 
stillbirths. But fetal salvage of babies born at 
term, as previously disclosed, was almost the same 
as with the young group. The increase in mal- 
presentations augmented the operative incidence to 
331% per cent as against 20 per cent. But again, 
the figures on fetal injury and survival fail to show 
any increased danger to the fetus through judicious 
use of mechanical means to expedite or facilitate 
delivery in these patients. Our direct observation 
of a large number of elderly parturients fails to 
reveal any notable increase in mental or emotional 
effects, or interference with normal recuperation 
or puerperal involutional changes. 


Complicating Systemic Disease and Disability 


Heart disease is one of the most serious of all 
medical complications. Its incidence in the elder- 
ly group will be observed to be almost identical 
with that of the young primiparas. This is not as 
paradoxical as it might seem. Since the life span 
of cardiac patients is in large measure limited to 
the earlier years, it follows that many would not 
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survive to become pregnant for the first time be- 
yond thirty-five. It is also probable that many of 
those surviving would not marry, or if they did, 
would not conceive or carry. Therefore, these 
figures, which seem to indicate that heart disease 
as a complication of pregnancy is not seen more 
often in the elderly than in the young primipara, 
can be taken as representative of true occurrence. 
Certainly a group as large as this study entails 
should show such a difference if it were existent 
or significant. The same reasoning applies to dia- 
betes, although a better survival rate is progressive- 
ly being obtained and we might find more patients 
reaching the late childbearing years. However, the 
known failure of adequate diet and insulin therapy 
to prevent vascular degeneration in the aging dia- 
betic probably accounts for the failure of many of 
these patients either to become pregnant or to carry 
to term. The high toxemia incidence and vascular 
sclerosis make pregnancy infrequent and _ highly 
dangerous beyond thirty-five in any diabetic. 

Neoplasms involving the generative tract are far 
more common as age progresses. This shows up 
especially in the case of fibromyomata of the uterus, 
a condition almost absent from the young group, 
but extremely common in the last trimester of the 
childbearing years. What effect it has upon the 
mechanism of labor and manner of delivery will re- 
quire further comment. 


Manner of Delivery 


Forceps applications were made twice as 
often in the elderly as in the young patient. Most 
marked variations are noted in forceps for outlet 
dystocia and pelvic arrest, four times more com- 
mon in the elderly patient. Even more striking is 
the statistical data on cesarean section, done five 
times as often. Here comparison was not made 
with the random-selected group of young primip- 
aras because this would not be suitable, inasmuch 
as the general cesarean incidence was under 3 per 
cent. The general clinic incidence was used be- 
cause while the 649 young primiparas selected from 
the larger group would be included with the similar 
number of elderly primiparas, in a group of near- 
ly 60,000 deliveries, this would not be sufficient to 
produce a significant statistical aberration. 


Socio-Economic Factors 


There are a number of influencing conditions of 
pregnancy and parturition in this group which do 
not easily lend themselves to tabulation, but which 
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recur constantly in any experience and at least 
must be mentioned. The attitudes developed to- 
ward pregnancy vary widely but in general are in 
accord with the accepted ones of motherhood. The 
older patient, in the absence of complications, has 
no more nor greater ills in early pregnancy, to in- 
duce disquiet toward her status. The most dis- 
turbing states tend to develop after discharge td 
her home. If she has married late, the dislocation 
is less. If childbearing came late in married life, 
then the interference with long-established routine 
is notable, and markedly augmented should infant 
care become complicated. The older patient is . 
psychologically less well adapted to handle the 
minor ills and care for the baby, and the degree of 
apprehension increases as the ovulating years be- 
come fewer. The natural increase in physical im- 
pairments and illnesses beyond thirty-five and the 
10 per cent fewer babies living and viable at term 
are inductive to increased nervous tension and les- 
sening of the normal resiliency to “trouble.” Worry 
is somewhat provoked by the need for extra super- 
vision during pregnancy, especially due to the in- 
crease in toxemia incidence and hemorrhagic com- 
plications. 


In spite of the above, however, the vast major- 
ity of these elderly primiparas under good counsel 
approach maternity with a magnified keenness of 
appreciation and a thoroughly stabilized and ra- 
tional attitude. 


Discussion 


The age at which one becomes an elderly primip- 
ara necessarily must be arbitrary. With respect to 
conception and childbearing, a patient is not young 
one day and old the next and thereby in a group 
requiring or receiving attention which may radical- 
ly differ. The years of childbearing are rather 
constant, between fifteen and forty-five. Biological- 
ly the early years would naturally constitute those 
when primiparity would have the highest inci- 
dence. We would expect economic and social fac- 
tors to produce a statistical shift away from the 
very early years and show a gradual rise in primip- 
arous incidence to a maximum during the third 
decade of life. Actually, as we have seen, this 
occurs. At the other end of the span, the age fac- 
tor should not materially influence birth incidence 
until the last third of the childbearing years. While 
the aging process varies widely in its rate of in- 
vasion in various individuals, it is appreciated that 
at thirty-five its effects are generally patent, 
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though seldom extensive. Thirty-five would seem to 
be the choice optional year for indicating when 
aging becomes directly of concern in pregnancy 
management and prognosis. It marks the half- 
time of life as well as the last third of menstrual 
life and the closing years of fruitful marriage or of 
pregnancy possibilities in the recently married. It 
is highly desirable from a standpoint of critical 
analysis to have a commonly designated and ac- 
cepted age-group for late primiparity, and in this 
analysis it is established at thirty-five years and 
older. 


Consideration is also given the effect of age 
upon pregnancy, of pregnancy upon the aging in- 
dividual, and the effects of deferring primiparity 
into the last ten years of childbearing life. The 
patient and her doctor are stirred by the potential 
of increased trouble applicable to delayed first 
pregnancy. 

The effect of age upon pregnancy is noted in the 
increase in systemic disease concurrent with aging, 
notably vascular disease and its complements, the 
toxemias of pregnancy. The well-recognized in- 
crease of pregnancy and fibroid coexistence in the 
older group is again seen, although there is a 
notable lack of interference with late pregnancy by 
fibroids. The high incidence of abortion may be 
explained by increased myopathy, the altering hor- 
monal balance and peripheral vascular changes. 
The greatest threats in any pregnancy are hemor- 
rhage, infection, toxemias, heart disease. Bleeding 
leading to abortion, and that associated with pla- 
centa previa and abruption is met with increasing 
frequency as aging progresses. The. toxemias are 
twice as numerous in the important categories. 
The raté for heart disease is fairly constant for all 
groups and understandably so. For the per-year 
death loss to thirty-five reduces a high potential 
cardiac loss, and severe cardiacs not marrying or 
not conceiving before thirty-five are less likely to 
become or stay pregnant. Morbidity from intra- 
and postpartum sepsis is no higher, excepting for a 
sharp rise in puerperal endometritis. This may be 
associated largely with the very much higher in- 
cidence of operative termination of labor (q.v.). 

The membranes rupture more often before the 
onset of labor, but this seems to influence the labor 
outcome mainly in those coming to cesarean sec- 
tion, and the extraperitoneal route is then chosen. 
Premature delivery is not common and induction 
of labor infrequently needed. 

Pelves of restricted capacity and abnormal pre- 
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sentations involve the principals often. These 
notably influence the operative incidence. Exclud- 
ing purely prophylactic use, low forceps were re- 
quired four times and mid-forceps three times as 
often as in the general clinic. The cesarean in- 
cidence was five times the general clinic rate, with 
extraperitoneal section used in one-fourth of 
these. 


There is no single reason for the high vaginal 
and abdominal operative incidence. Certainly it is 
not to be found in the hours in labor (no longer), 
the days hospitalized (no more), blood loss (no 
greater), the birth weight of the infant, or ante- 
partum morbidity. The major contributing factors 
are the increase, in this series, in malpresentations, 
restricted pelvic capacity, high toxemia rate, pla- 
cental abruption and previa. In outlet forceps, 
most of the applications were to shorten the second 
stage in the interest of the fetus and because of its 
high social value, since the duration of labor was 
not generally prolonged when delivery was effect- 
ed. The repetitious inference that most elderly 
primiparas have rigid perineii was not borne out by 
experience, nor shown by the indications for em- 
ploying forceps. There is nothing in this series 
nor in the writers’ personal observations to show 
that there is any significant obstructive change in 
the character of the maternal soft parts while the 
patient is still within the childbearing years. The 
high number of mid-forceps deliveries was due in 
large measure to the transverse and posterior oc- 
cipital presentations, resolved mostly with Kielland 
forceps. 


The very high incidence of cesarean section re- 
quires some study. It is evident that the indications 
must be widely broadened in this elderly group to 
provide an incidence of over 16 per cent when the 
general clinic rate was about three per cent. The 
factors previously referred to operate largely in the 
causation of this high figure, but listed in more 
than half of the cesarean operations are correlated 
indications which are statistically divérse and in- 
tangible, and may be assembled under the heading, 
“high social value of the child.” This, in a primip- 
ara over thirty-five, is a highly salutory and com- 
mendable inclusion which tips the scale to cesarean 
section when there are any factors in the pregnancy 
or imminent parturition which prejudice the likeli- 
hood for fetal survival. In our opinion it is the 
most potent of aggregate indications when more 
than one is given. It designates conservative salv- 
age from what may be conceivably the only preg- 
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nancy in the elderly. patient’s experience. When 
cesarean section offers an excellent chance against 
a moderately good chance for fetal survival in this 
group, it is generally elected in our clinic. 

It will be noted that there were 145 deaths 
(0.26 per cent) in the hospital during the ten-year 
period, and thirty-six or one-fourth of these were 
gravidas over thirty-five years of age. In nearly 
half of these, diseases coincident with or worsened 
by aging were factors as causes of death. This is 
certainly an indicant, if one were needed, that hav- 
ing babies after thirty-five is less safe than in the 
first thirty-years of childbearing. But only eight 
(5.5 per cent) were elderly primiparas, and of 
these only three followed cesarean section. While 
four might be considered as dependent directly or 
indirectly upon aging, these figures certainly do 
not establish elderly primiparity as a grave mater- 
nal life threat, whether the delivery is normal or 
operative. The risk is obviously greater, as might 
be expected, but the differential between old and 
young primiparas is certainly not remarkable. 


Conclusions 


The prognosis for the elderly patient in her first 
pregnancy is good if she has no cardiac, vascular 
or degenerative disease. 

There is a definite increase in toxemia of preg- 
nancy and hemorrhagic complications. 

The incidence of operative deliveries is high, 
the cesarean rate reaching 16 per cent. 

Early termination of pregnancy and fetal loss 
is more common in the older group. For patients 
reaching term, however, there is no increased risk 
for the baby in the last decade of childbearing. 

The only more important hazards are those re- 
lated to the inevitably greater population losses 
with progressive aging. 

Elderly primiparity per se does not constitute a 
grave maternal life threat. 


——Msms 


INCOMES IN GREAT BRITAIN 


According to a recent report in the press, only 250 
persons in Great Britain have incomes of more than 
$14,000 per year after taxes are collected.., Before 
World War II, 11,000 persons are reported to have had 
incomes exceeding $14,000 after tax deductions. A 
representative of the British government is said to have 
claimed that this reduction of incomes is an “out- 
standing socialist achievement.” If this report is true, 
it is a sad commentary at a time when evidence of in- 
centive is necessary. It would seem more appropriate to 
extol increases in income than to brag about decreases. 
It is no wonder that incentive and capital for investment 
are lacking.—The Journal of the American Medical As- 
sociation, February 25, 1950. 
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Leukemia in Pregnancy 


By E. G. Murphy, M.D., and 
R. E. Johnson, M.D. 


Flint, Michigan 


peso range EVERY blood dyscrasia has at 

some time been reported as a complication of 
pregnancy. The association of leukemia and preg- 
nancy is so infrequent that only 107 such instances 
have been recorded in the literature to date.’?:** 
It is the purpose of this paper to discuss such asso- 
ciation and to report a pregnancy complicated by 
acute myelogenous leukemia. That pregnancy 
should so infrequently be associated with a disease 
which claims over 6,000 lives annually® is thought 
to be due to the frequent sterility of the leukemic 
female. This sterility is attributed to secondary 
amenorrhea and massive leukemic infiltration of 
the genital tract. 

While it is true that the scarcity of cases pre- 
cludes accurate statistical data as to the occurrence 
of the various types of leukemia in pregnancy, it 
would seem that the chronic form is slightly more 
common than the acute form. Chronic myeloge- 
nous leukemia is much more common than chronic 
lymphatic leukemia. In these cases of coexistent 
leukemia and pregnancy, acute leukemia has never 
preceded conception while chronic leukemia has 
frequently done so. The presence of the disease is 
most frequently recognized between the fifth and 
seventh months‘of the pregnancy. 

The majority opinion, at present, is that the 
course of leukemia is not affected by pregnancy. 
This is debatable, however, since there have been 
reported instances of exacerbations of chronic 
leukemia either during pregnancy or shortly fol- 


‘ lowing parturition, and of unexplained fatal col- 


lapse in both acute and chronic leukemias after 
delivery.* There has also been reported an instance 
of acute leukemia, discovered in the seventh month 
of pregnancy, which underwent a spontaneous 
twenty-one-month remission.? This divergence of 
opinion undoubtedly arises from the lack of any 
extensive individual experience with coexistent 
leukemia and pregnancy. 

Leukemia has a definite effect upon the course 
of pregnancy in that it predisposes to premature 
delivery and high fetal mortality. Prematurity of 
labor is more frequent in acute leukemia than it 
is in chronic leukemia.® 
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In all cases of non-irradiated maternal leukemia 
so far reported, the offspring have been normal. 
One exception’ was an instance of a congenital 
malformation, probably unrelated to the leukemia. 
All evidence obtained from animal experiments,‘ 
and clinical and necropsy experience, indicates that 
the placenta is a barrier to the transmission of 
leukemia. 

No instance, either of leukemia in the child or 
of leukemic cells in the fetal circulation, has been 
reported in any case of maternal leukemia. Con- 
versely, in none of the small number of congenital 
leukemias so far reported has there been an in- 
stance of leukemia in the mother.*:"?7* 

If certain precautions are observed, the usual 
treatment is that of any leukemia. Irradiation, 
whole blood transfusions, and penicillin are the 
most widely available therapeutic agents. Massive 
doses of vitamins B and C have been empirically 
recommended. Fowler’s solution and irradiated 
phosphorus have been used, especially in the acute 
leukemias. X-ray is usually not indicated in acute 
leukemia unless severe bone or nerve pain is to be 
relieved, since it so frequently does little more than 
produce irradiation sickness.® 

Intensive irradiation therapy may be instituted 
with no danger to the baby if the pelvis is avoided 
and caution exercised in irradiating the spleen. 
The ill effects of pelvic irradiation on any fetus 
are well known. The only reported deaths from 
irradiation therapy were of one hydrocephalic and 
one normal sibling, due apparently to a thermal 
center disturbance following irradiation of their 
leukemic mother’s spleen.® 

All leukemic women should be advised against 
pregnancy. However, if pregnant, it is the general 
opinion that they should be carried as near to 
term as possible. It is felt that the shock of inter- 
ruption of pregnancy is just as great as that of 
parturition. Abortion is not indicated in acute 
leukemia since it in no way delays the imminent 
death of the mother. It is not indicated in chronic 
leukemia since the course of the disease is usually 
unaffected by pregnancy, and if the mother does 
not abort prior to delivery, the baby has a good 
chance of surviving. Seventy-five per cent are liv- 
ing and healthy if carried to term.® As mentioned 
previously, these children are usually perfectly 
normal. 

Whenever possible, these children should be de- 
livered by the vaginal route. Although hemorrhagic 
diathesis is a part of the leukemic picture, unusual 
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hemorrhage during the delivery of the baby or 
placenta is conspicuously uncommon in the cases 
reported. 

If the fetus is viable, immediate cesarean section 
is indicated at any time the mother fails rapidly 
despite therapy. Successful antemortem cesarean 
section with delivery of a living baby has been 
reported more than once.*'° Postmortem sections 
are of no avail since fetal death usually precedes 
maternal death."** Although all reported antemor- 
tem sections were without hemorrhagic complica- 
tions, had unusual bleeding been present, the situa- 
tion would not have been altered in any way. The 
chance of delivering a living child would have 
justified any possible hastening of the inevitable 
maternal death. 


Case Report 


The patient, a_twenty-eight-year-old gravida VIII, 
para VII, was admitted during the seventh month of 
pregnancy in a semi-stuporous condition. Her seven pre- 
vious deliveries were without complications, except for 
one child who died shortly following birth from a con- 
genital heart lesion. 


Excepting childhood chorea and an appendectomy, the 
patient’s entire previous health and the course of the 
pregnancy had apparently been uneventful until one 
week prior to admission. At this time she developed the 
first of numerous shaking chills with fever. Associated 
with this were polydypsia, polyuria, and repeated emesis. 
Two days prior to entry, epistaxis, bleeding from gingivae 
and lips, and hematemesis occurred. She had noticed 
that she bruised easily, but thought nothing of this since 
this tendency had also been present with her previous 
pregnancies. The increasing severity of her illness finally 
forced her to seek admission. 

The family history was non-contributory except that 
one sister had diabetes. 

Physical examination revealed the patient to be acutely 
ill, dehydrated, and semi-stuporous. The rectal tempera- 
ture was 105.6 degrees. The respirations were rapid and 
the breath foul. Blood was crusted about the lips and 
nares, and the gingivae were ulcerated. Numerous areas 
of ecchymoses were present on the skin. There was no 
palpable lymphadenopathy. Breath sounds were absent 
in the base of the left lung posteriorly. There was no 
evident cardiac pathology. The blood pressure was 
100/60. The pulse was 130 and regular. An appendec- 
tomy scar was present. The liver and spleen were not 
palpable although there was marked tenderness in the 
splenic area. The uterus was gravid and extended two 
centimeters above the umbilicus. The fetal heart tones 
were strong. All reflexes were physiological. 

Laboratory studies were as follows: erythrocytes 2,790,- 
000 per cu. mm., hemoglobin 46 per cent, color index 
0.8, white blood cells 26,100 per cu. mm. with the differ- 
ential count (expressed in per cent): myeloblasts 47, 
progranulocytes 38, metamyelocytes 3, lymphocytes 9, 
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neutrophiles 2, monocytes 1. Occasional nucleated red 
cells and “basket” cells were found. Platelets were 60,200 
per cu. mm. The clotting time was five minutes. Pro- 
thrombin and bleeding times were not determined at 
the end of thirty minutes. Bone marrow studies revealed 
an almost complete maturation arrest at the myeloblast 
and promyelocyte level. Urinalysis revealed 4-plus albu- 
min, slight trace of sugar, innumerable erythrocytes, a 
few white blood cells, and a few granular casts per high 
power field. Blood chemistry findings were: urea nitro- 
gen 58 mg. per 100 c.c., urea 126 mg. per 100 c.c., glu- 
cose 162 mg. per 100 c.c., chlorides 513 mg. per 100 c.c. 
Carbon dioxide combining power was 34 volumes per 
100 c.c. 


Despite transfusions, penicillin, and other supportive 
therapy the patient’s course was rapidly downhill, and 
she died nineteen hours following admission. 


The fetal heart tones ceased four hours prior to the 
maternal death thus voiding preparations for a _post- 
mortem cesarean section. 


Terminally, the patient developed Cheyne-Stokes res- 
pirations and pulmonary edema. Her entire urinary 
output while in the hospital was only 30 c.c. 


Necropsy Report.—Necropsy examination revealed find- 
ings typical of leukemia including ecchymoses of skin, 
blood in nares and on ulcerated gingivae, dark, muddy, 
gray colored sternal marrow, superficial ulcerations of 
lower esophagus, petechiae of gastrointestinal mucosa, 
large soft purple spleen (850 grams), large liver (3600 
grams) with petechial hemorrhages in the parenchyma, 
universal slight lymph node enlargement, petechial 
hemorrhages in kidneys with clotted blood in the calyces. 


Other findings included heavy wet congested lungs, 
small red verrucous vegetations on mitral valve, and a 
gravid uterus with a normal appearing seven months’ 
male fetus in L.O.T. position. Sections were taken 
through the placenta and umbilical cord. (Permission 
for postmortem examination of the fetus itself was, 
unfortunately, withheld). 


Microscopic findings included severe hemorrhage into 
alveolar spaces of lungs, leukemic infiltrations of mitral 
valve, severe ulcerative hemorrhagic leukemic esophagitis, 
diffuse myeloblastic transformation with loss of lymphoid 
architecture of spleen, acute congestion with leukemic 
infiltration most marked in the portal areas of liver. Also 
areas of hemorrhagic necrosis were present in spleen and 
liver. Lymph nodes revealed diffuse myeloblastic trans- 
formation. Kidneys showed hemorrhage by diapedesis 
into tips of papillae and calyces and multiple areas of 
thrombosis in the tips of the papillae. There were patchy 
but solid leukemic streaks following vessels in the kidney 
with associated hemorrhagic diathesis and some actual 
necrosis. The bone marrow was crowded with immature 
cells of the granulocytic series, some of which were 
undergoing mitosis. The uterus was in a gravid state 
with placenta attached. No leukemic cells were found 
in the fetal vessels of the placenta nor in the sections of 
umbilical cord. 
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Summary 


The case history and necropsy report of a patient 
in the seventh month of pregnancy with acute 
myelogenous leukemia is presented. It serves to 
emphasize the futility of waiting for a postmortem 
cesarean section, and again demonstrates the effec- 
tiveness of the placenta as a barrier to the passage 
of leukemic cells. 


The opinion of the majority in recent reports 
is as follows: 


The course of leukemia is unaffected by preg- 
nancy. 


The offspring of leukemic mothers are normal. 


Pregnancy complicated by leukemia should be 
carried as near to term as possible, and then de- 
livered in the usual manner whenever possible. 


Immediate cesarean section is indicated at any 
time the mother fails rapidly despite therapy, if 
the fetus is viable. 


The usual treatment of leukemia may be car- 
ried out despite the pregnancy if pelvic irradiation 
is avoided. 
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“You cannot bring about prosperity by discouraging 
thrift. You cannot strengthen the weak by weakening 
the strong. You cannot help the wage earner by pulling 
down the wage payer. You cannot further the brother- 
hood of man by encouraging class hatred. You cannot 
help the poor by destroying the rich. You cannot 
establish sound security on borrowed money. You can- 
not keep out of trouble by spending more than you 
earn. You cannot build character and courage by 
taking away man’s initiative and independence. You 
cannot help men permanently by doing for them what 
they could and should do for themselves.”—Abraham 
Lincoln. 
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Corneal Transplantation 


By Maurice Croll, M.D., and Leo J. Croll, M.D. 


Detroit, Michigan 


HE TRANSPLANTATION of a human cor- 

nea from donor to host is not a new surgical 
procedure. Von Hippel in 1877 performed the 
operation, using a round graft, with no bevel or 
sutures. Although his efforts in this field were not 
very successful, he did open the door to the possi- 
bility of a corneal transplantation operation. 


In 1906 the next forward step was taken by 
Zirm. He also used a round type graft cut by the 
Von Hippel trephine and introduced the use of 
two criss-cross sutures overlying the graft and at- 
tached to the conjunctiva at the limbus. He 
stressed six cardinal basic points necessary to a 
successful operation: (1) exclusive use of human 
cornea for the graft, preferably the cornea of a 
healthy young person, (2) use of Von Hippel type 
of trephine and instillation of eserine if the anterior 
chamber is present, (3) profound anesthesia during 
the operation, with strict asepsis, (4) protection of 
the graft between pieces of gauze moistened with 
sterile physiological salt solution kept warm by 
steam, (5) retention of graft in position by two su- 
tures attached to the conjunctiva and forming a 
criss-cross over it, (6) strict selection of cases, stat- 
ing that only central scars of the cornea are suit- 
able for the performance of keratoplasty. Today 
all six points are still basic and in their essentials 
they have changed only slightly. It was not until 
1911 that the operation was again taken up by 
Elsching, whose technique was similar in nature to 
that of Von Hippel. Although his results were not 
outstanding, he did give impetus to the operation. 


The modern school of keratoplasty dates back 
approximately twenty-one years. It is from this 
school that most of the modern advances have 
come. The nucleus of this school are Filatov of 
Russia, Thomas of England, and Castroviejo and 
Paton of the United States. It has been largely 
through the laborious painstaking efforts of these 
four ophthalmologists that this operation has at- 
tained the high degree of success it has today. 


Filatov was the first to use preserved corneal 
tissue for the grafts. He introduced several inno- 
vations, namely, the use of a hand trephine and 





From the Department of Ophthalmology, Grace Hospital, Detroit, 
Michigan. 
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prophylatic spatula inserted into the anterior cham- 
ber to be used as a protection for the lens and 
iris. Instead of sutures he advocates the use of 
egg membrane over the graft. 


In 1930 Tudor Thomas of England published 
his results with corneal transplants. In his work 
he stressed the use of a long bevel of both donor 
and host. He cut the donor graft slightly smaller 
than the recipient bed in the cornea of the host 
and placed sutures directly over the graft and into 
the cornea of the host, close to the edge. 


It was also about this time that Castroviejo of 
New York City introduced the square cut graft. 
He used a double-bladed adjustable knife with 
parallel blades to outline the graft, which he fin- 
ished with a specially designed 4.0 mm. keratome 
and corneal scissors. In his early work he used a 
45 degree bevel but later he cut the donor graft 
and host cornea exactly the same size. He intro- 
duced a single continuous overlying suture inserted 
1.0 mm. from edge of the donor graft into the 
recipient cornea. 

Townley Paton of New York City within the 
last ten years has championed the use of the round 
graft cut with his specially designed trephine hand 
driven and adjustable as to depth. In his technique 
he uses two figures of eight sutures, one black and 
one white, so that they can easily be differentiated, 
inserted into the recipient cornea 1.0 mm. from 
the edge of the graft. 


No mention of corneal transplantation would 
be complete without the mention of the work of 
the Eye Bank for Sight Restoration of New York 
City. The Eye Bank functions as the prime mover 
obtaining the eyes, checking them carefully as to 
history and infection, and seeing that they reach 
their destination via Eastern Airlines and the Mo- 
tor Division of the Red Cross. Both of the latter 
two organizations have given of their time and 
help, faithfully seeing that the eyes arrive in time 
to be useful. 

In the beginning of the modern era most of 
the transplants were performed by a few ophthal- 
mologists who were particularly interested in the 
subject. However, today the operation can be per- 
formed almost anywhere in the United States by 
ophthalmologists trained in the technique. 


Types of Corneal Transplants 
There are four types that will be discussed (Fig. 


1). 


JMSMS 





wl 
WI 
pr 


be 


am- 
and 


- of 


hed 
ork 
nor 
ler 
10st 
nto 


» of 
aft. 
vith 
fin- 
yme 
da 
raft 
tro- 
ted 
the 


the 
ind 
und 
jue 
und 
ed, 


om 


of 
al- 
the 
er- 


by 


MS 
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Total Corneal Transplant.—This is the type in 
which the entire cornea is removed and is replaced 
with a complete new cornea. The operation has 
proven to be completely unsuccessful, so it will not 
be discussed in this paper. 


Total Lamellar Corneal Transplant.—This type 
of operation requires the removal of the entire up- 
per half of the corneal thickness (approximately 
0.5 mm.) and replacing it with a similar thickness 
of cornea from a donor source. A large measure of 
success with this type has been reported by the 
European school. 


Partial Lamellar Transplant.—This type is simi- 
lar to the one just mentioned, except that the 
operation does not include the entire diameter of 
the cornea. Usually it is limited to 5.0, 6.0, or 
7.0 mm. in size and 0.5 mm. depth. The European 
school reported good success with this type also. 
These results have not been borne out in this coun- 
try. Further work must be done on this type be- 
fore it can be recommended as an established pro- 
cedure, but it does however hold good promise. 


Partial Penetrating Corneal Transplant.—This 
type refers to a transference of a corneal disc 
(4.5, 5.0, 5.5, 6.0, 6.5 or 7.0 mm.) from the donor 
to that of the host. This is the type usually re- 
ferred to when a corneal transplant is done and the 
one that this paper deals with. It is the most uni- 
versal type and the one that attains the largest 
degree of success. 


The first question that arises when a patient is 
presented as a possible candidate for a transplant 
is, “Is the case suitable or is it beyond the present 
realm of our knowledge and technique?” The 
primary consideration is whether the patient’s vis- 
ion be improved and how much vision can be ex- 
pected in each case. There is no exact determining 
line which renders one case ideal and the next case 
totally unsuitable. Roughly speaking, it can be 
stated that when the patient no longer has useful 
vision either for the performance of his job or in 
relation to his environment, a corneal transplant 
can be considered. What then is useful vision? 
It is vision below 20/200 or slightly less, especially 
if the person is no longer engaged in active work 
and is able to support himself. In the very young, 
transplants should not be done because of their 
inability to co-operate. The initial operation could 
be performed under general anesthesia, but there 
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is more to the success of a corneal transplantation 
than the initial operation. The patient must be 
still, flat on his back for several days, and the 
removal of the sutures, as will be seen later, is 
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Fig. 1. (A) Total corneal transplant. (B) 
Total lamellar corneal transplant. (C) Partial 
lamellar corneal transplant. (D) Partial pene- 
trating corneal transplant. 


indeed a very important step in the final result. 
The utmost co-operation on the part of the patient 
is needed. This cannot be obtained in the very 
young. 

The mental attitude of the patient must also be 
explored to some degree. People who have lost 
considerable vision or do not have vision on a par 
with others are usually bitter and resentful against 
the world. On the surface these patients may ap- 
pear tranquil and well adjusted but usually they 
are not. Particularly is this true of patients with 
conical cornea. The majority are highly strung, 
nervous, maladjusted, and. the uncertainty in their 
minds of the success of the operation adds to their 
difficulties. A patient badly adjusted to his en- 
vironment and surroundings, who has difficulty 
holding a job in competition with people who 
have normal vision, is a difficult one to handle 
postoperatively, particularly when he is lying in 
bed with both eyes bandaged and his mental ac- 
tivity running rampant. 

In last analysis all cases must be considered 
strictly on an individual basis, studied thoroughly, 
mulled over, rechecked, and the prognosis should 
always be guarded. 
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Fig. 2. Case 1. W.P., a young man twenty-four years of age. 
Keratoconus-severe, progressive. Vision OD, light perception and 
rojection; OS, fingers at 4 feet. Extreme scarring of tip of cone. 
Note the bulging forward of the cornea of the unoperated OS 
(above). Right eye operated on (below) with insertion of 5 mm. 
graft and resultant vision 20/40. Patient has returned to work and 
the eye has maintained vision of 20/40 (two years follow-up). 


When a case is first seen, it must be estimated 
clinically as to prognosis, and from this standpoint 
all cases roughly into three classifications as fol- 
lows: 


Group I. Favorable. 
Group II. Partially favorable. 
Group III. Unfavorable. 


Group I, the favorable group, can be further sub- 
divided into three subgroups, namely, conical cor- 
nea (keratoconus) , inactive interstitial keratitis, and 
those eyes that have a central scar with a sur- 
rounding good healthy cornea. Further criteria 
that must be fulfilled in this group are the absence 
of any active corneal disease, no increase in intra- 
ocular pressure, and no vascularization of the cor- 
nea or at least a minimum of inactive superficial 
vessels. It is not uncommon in these types of cases 
to obtain a resultant vision anywhere from 20/50 
to 20/20. 

Interstitial keratitis, regardless of whether it may 
be caused by syphillis, tuberculosis, trauma, or even 
if the etiology is unknown, if not too far advanced, 
lends itself quite well to corneal transplantation. 
However, these cases should not be operated on 
until nature has had a chance to do its share of 
healing. For example, many cases of interstitial 
keratitis if treated early and vigorously may attain 
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Fig. 3. Case 2. M.W., a young man, aged twenty-four. Kerato- 
conus, severe, progressive. Vision OD, 20/600; OS, light perception 
and projection. Extreme scarring of cone and surrounding cornea. 
OD (unoperated) (above); OS (below) operated on with insertion 
of 6 mm. graft and resultant vision of 20/20-3. Patient working and 
OS has maintained 20/20-3 (Follow-up one year). 


a resultant vision of 20/70 even after the patient 
had only light perception when first seen. At least 
a year should elapse after the acute infection be- 
fore an operation should be considered. 


In the second group, the partially favorable, fall 
the large number of corneal dystrophies, with two 
exceptions, which will be mentioned later. 


The corneal dystrophies are disturbances of the 
nutrition of the corneal tissue, chronic in nature, 
which run a slow, hardly perceptible, continually 
progressive course, resulting in opacification of the 
cornea. They show no evidence of any of the in- 
flammatory symptoms such as conjunctival injec- 
tion, blepharospasm, lacrimation or pain. Rather 
they run such an extremely slow course that the 
patient may not even be aware of their existence 
until some vision is lost. The various types to be 
considered in this group are: Salzman dystrophy, 
zonular opacity, Groenow’s nodular dystrophy, lat- 
tice shaped dystrophy, Fleischer dystrophy, and 
idiopathic dystrophies, namely, those to which no 
etiology or classification could be applied when 
first seen for examination. The two exceptions pre- 
viously mentioned are Fuchs’ type of dystrophy and 
some types of fatty dystrophies. These should not 
be operated on since their measure of success does 
not warrant it. 
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Fig. 4. Case 3. A woman, aged forty-seven. Keratoconus, far 
advanced. Vision OD, light perception and projection; OS, light 
perception and projection. Right eye (above) unoperated, showing 
the extreme conical cornea. Left eye (below) operated with inser- 
tion of 5.5 mm. graft. Due to secondary iritis and blood vessel 
invasion of cornea, resultant vision’ OS, light perception and projec- 
tion with improvement of field of vision. There was some clearing 
of the graft when last seen (follow-up eighteen months). 


The third group includes a various assortment 
of unrelated pathological conditions which have 
been proven by actual operation to offer only a 
very small percentage of success. They are as fol- 
lows: 


Eyes with nystagmus. 

Chemical burns (lime burns). 

Eyes with a large degree of vascularization. 
Inflammation of the uveal tract. 

Corneal scars extending to periphery. 
Dystrophia adiposa. 

Fuchs’ dystrophy. 


“@PPrPrPrr> 


Eyes with Nystagmus.—Although these types of 
cases may appear externally normal, the fact that 
they exhibit nystagmus makes them unsuitable for 
corneal transplantation. Usually this eye is am- 
blyopic, and the most that can be expected is 
enlargement of the field with only slight improve- 
ment of ¢entral vision. 


Chemical Burns.—Failures in chemical burns are 
due to the fact that there is a marked disturbance 
of the metabolism of the cornea. Furthermore in 
chemical burns, particularly in lime burns, the 


entire thickness of the cornea is involved, and - 


usually the entire diameter of the cornea is in- 
volved right up to the limbus, and this is further 
complicated by the presence of many vessels. 
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Fig. 5. Case 4. A man, aged sixty-three, Dystrophy of cornea, 
cause unknown. Vision OS, light perception and projection. Both 
views are of left eye before surgery (above). After insertion of 
5 mm. graft and resultant vision of 20/70-2 (below). Patient able 
to return to work in motor plant (follow-up thirty months). 


Large Degree of Vascularization.—The presence 
of blood vessels within the cornea proper cuts 
down markedly on visual acuity, for example, as 
in far-advanced invasion of blood vessels in inter- 
stitial keratitis. So it is with any type of vasculari- 
zation in which the vessels are deep within the 
stroma and in which many vessels are present. 


Inflammation of the Uvea.—tIn any inflamma- 
tion of the uveal tract, whether it be a posterior 
(choroiditis) or anterior uveitis, there is always the 
danger that the inflammation may recur, but sev- 
eral cases have been reported in which there have 
been good visual results. 


Corneal Scars Extending to Limbus.—Corneal 
scars, whatever the cause may be, if they extend 
to the limbus have been proven to be unsuitable 
for operation. 


Dysthrophia Adiposa.—The success of this type 
of case depends on the extent of the infiltration of 
lipoid tissue into the cornea. A few successful cases 
of this type have been reported, but in the large 
majority of grafts are usually invaded with adipose 
tissue. 


Fuchs’ Dysthrophy.—There have been no suc- 
cessful cases reported with this type of dystrophy. 
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Fig. 6. Case 5. A boy, aged seventeen. Keratoconus, congenital. 
with ambylopia and nystagmus. Vision OD, light perception and 
faulty projection; OS, light perception and faulty projection. Left 
eye operated on with insertion of 6 mm. graft. Patient had not seen 
well since birth, now gets about by himself. 


From the previous classification of cases it can 
be prognosticated to some degree what cases are 
suitable for keratoplasty and approximately the 
degree of success which may be expected in each 


case. 


Technique 


The actual performance of the corneal trans- 
plantation operation is an individual technique. 
What may be difficult in the hands of one operator 
may be quite easily performed by another. The 
technique one wants to adopt or follow should be 
actually worked out in laboratory on animals (rab- 
bits) until the operator has perfected his own tech- 
nique. 

Whatever technique the operator may adopt, 
he must give some thought to the following basic 
considerations: 


Is the graft to be round or square? 

Is the graft to be beveled or not? 

What size should the graft be? 

What type of suture should be used? 
Should the pupil be dilated or contracted? 


Round or Square.—It is of no great consequence 
whether the graft is cut round or square. Cosmet- 
ically the round graft is a better appearing one, 
and it is easier to cut with the hand trephine. The 
square type of graft as advocated by Castroviejo, 
cut by an adjustable double-bladed knife, is a 
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difficult operation to perform for the occasional 
Operator, although as far as final visual results are 
concerned there is no ultimate difference. There 
are no indications for the round graft in preference 
to the square, or vice versa, since both types have 
worked out satisfactorily. 


Bevel or Not.—Although Thomas of England 
(Wales) still cuts his donor grafts slightly smaller 
than the recipient bed and with a bevel, the general 
trend today is to cut both donor and host with the 
same trephine. Since the cornea is convex in- both 
meridians (namely, for 6 to 12 o’clock and 3 to 9 
o’clock) the trephine must of necessity cut the 
cornea with a slight bevel. 

Let us suppose for a moment that the cornea 
were flat. 

If cornea were flat, a equals b, and there is no 
resultant bevel (Fig. 7). 


However, since cornea is convex as in B, a is 
larger than b, and there must be some _ bevel 
present. 


It has always been feared that the graft might 
fall into the anterior chamber, but there is no 
danger of this. Rather is the opposite to be feared. 
Within a short time after the operation the eye 
rebuilds its former contour and pressure is exerted 
on the graft against its endothelial surface so that 
within eight to ten days suture marks can be seen 
on the epithelial surface of the graft, proving this 
to be true. 


Size of Graft—In the early days the size of the 
transplants were cut about 4.0 to 5.0 mm. Today 
the trend is toward larger grafts, usually 6.0 to 
7.0 mm., or even slightly larger. This is especially 
true in cases of conical cornea where the entire 
cone of the involved eye must be resected, some- 
times necessitating a graft of 7.0 mm. or even 
larger if necessary. There is no contraindication 
to these larger grafts, but iris incarceration must be 
guarded against. In the majority of cases the size 
of the graft must be governed by the size of the 
area involved in the diseased cornea because the 
edges of the graft must be in normally healthy 
tissue of the recipient. 


Sutures—No graft should be inserted without 
the use of sutures. Whether they are direct sutures 
from donor to host or overlying sutures is a matter 
of the operator’s choice. The European school 
favors direct suturing, whereas in this: country 
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overlying sutures are largely used. A combination 
of both types is also indicated in certain cases. The 
one continuous suture of Castroviejo is an excel- 
lent one, as illustrated in Figure 8. 

So also are the two separate figures of eight 





Fig. 9. Paton suture. 


sutures advocated by Paton of New York City 
(Fig. 9). 

The argument that one continuous suture (Fig. 
10) gives a more even distribution of the pressure 
over the graft than two separate sutures is largely 
academic since clinically both work out well. It is, 
however, always wise to have two separate sutures 
because one may be inadvertently cut during the 
operation. There are also several other types of 
sutures used that are excellent. 

In all cases, after the graft is outlined, another 
incision 1.0 mm. larger is made into the cornea to 
a depth of 2.0 to 3.0 mm. (two or three turns 
of trephine). This procedure was discovered quite 
by accident. In the first two transplants per- 


formed a 6.0 mm. trephine was used. It was then. 


decided to limit the size to 5.0 mm. As the post- 
Operative course was observed, superficial blood 
vessels were observed to grow inward toward the 
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graft but they ceased abruptly at the trough made 
by the large 6.0 mm. trephine and subsequently 
these vessels receded. This. procedure is used rou- 
tinely now on all cases. We have not seen this 
procedure described in ophthalmic literature. 





= direct suture 
CH : 6 


Fig. 10. Croll suture. 


Size of Pupils—rThis will be discussed under 
complications. 

No ointment is inserted after the operation is 
completed, since globules of ointment might be- 
come lodged between the donor and host and thus 
retard healing. 


Complications 


In any ophthalmic surgery we encounter com- 
plications, and this is particularly true in the cor- 
neal transplantation operation. 

Complication may be encountered at any time 
during or after the operation, and for convenience 
sake they will be discussed in that order. 

It would be wise and quite convenient to have 
all the complications occur while doing this type 
of surgery on animals in the laboratory so as to 
know the method and technique of dealing with 
them. Getting into complications in ophthalmic 
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surgery is an easy procedure, but the getting out of 
them successfully is another matter. 

The first thing to do is to inspect the donor eye, 
personally, to see that it is in good condition and 
suitable in all respects for the operation to be per- 
formed. This simple requisite which is quite im- 
portant and only takes a few minutes will some- 
times avoid an embarrassing situation. A donor 
eye with the epithelium slightly damaged is still 
suitable for use. 


Complications Occurring at Time of Operation: 

Placing of Incision—One of the pitfalls that 
must be guarded against is the placing of the 
initial incision on the cornea of the recipient. This 
is done with a few turns of the trephine and then 
stained with flourescein so as to make the incision 
more visible. The flourescein is immediately 
washed off. If after placing the incision it is seen 
to be improperly situated, it can be properly placed 
or centered without any untoward effect. This 
must particularly be guarded against in cases of 
conical cornea where the incision must include the 
entire bulging forward of the weakened cornea, 
well into the normal healthy tissue, even if it may 
be necessary in some cases to use a 7.0 mm. 
trephine or even larger. 


Perforation into Anterior Chamber.—In the 
placing of the sutures, the needle may perforate 
into the anterior chamber so that the aqueous will 
ooze out slowly, making the eye soft and comple- 
tion of the operation difficult. There are ways 
out of this dilema. The operation can be postponed 
twenty-four hours or longer, which is the safer and 
more practical method, or the needle may be with- 
drawn immediately and a new insertion may be 
made superficially into the cornea. If the latter 
method is adopted greater care must be taken so 
that the underlying tissue, namely, the lens and 
iris, are not injured. Both methods have been 
proven to be clinically good. 


Lens Injury.—This is one of the most frequent 
and serious complications that may occur. If the 
patient is young and the lens is soft, no attempt 
should be made to remove it, in any manner, since 
it will absorb and not interfere with the taking of 
the graft. In the older age group where the lens 
has opacified to some degree, it is best to remove 
the lens extracapsularily through the opéning of 
the recipient cornea just before the graft is slipped 
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into place. This will keep intact another barrier 
so that the vitreous will not herinate into the 
anterior chamber and endanger the success of the 
graft. If the lens is injured and it is necessary to 
remove it, use additional direct suturing of graft 
to host, one in each of the four quadrants of the 
eve. 


Anterior Synechiae.—The formation of anterior 
synechiae is even a more serious complication than 
that of lens injury, because wherever the synechiae 
touch the graft it will become opaque. At present 
there are two opposing schools of thought regard- 
ing the size of the pupil at time of operation. The 
one school advocates a widely dilated pupil, where- 
as the other group insists on a small contracted 
pupil. The future findings with carefully kept 
records will prove which school of thought will 
produce the least incidence of anterior synechiae. 
A procedure that combines the principals of both 
schools is to begin the operation with a small 
contracted pupil so that the lens will be protected 
and just before the graft is slipped into place, 
insert a few drops of sterile atropine directly into 
the eye. This will dilate the iris very quickly and 
thus prevent the formation of any anterior 
synechiae. 


Removal of Sutures.—At the time of the removal 
of the sutures (usually tenth to twelfth postopera- 
tive day) the anterior chamber may collapse. If 
this occurs, it indicates the presence of a small 
leak, that is, an area of imperfect union between 
graft and host, which has hitherto kept the anterior 
chamber intact with a plug of fibrin (or mucous). 
A direct suture at the point of weakness can be 
inserted immediately, or conservative treatment 
may be carried out, since the graft will re-attach 
without any impairment of vision. 


Removal of Anterior Synechiae.—If anterior 
synechiae are present, they must be dealt with 
depending on their size. Since all synechiae have 
a marked tendency to opacify the graft, they should 
be operated on but only after the fourteenth day, 
that is, within the third week, because it takes 
about fourteen days to establish a firm union 
between graft and host. A minimal adhesion is 
treated with a cycloidalysis procedure and the 
synechiae are separated with a spatula through 
this route, followed by the injection of air with a 
Randolph perforated canula. However, if the syne 
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chiae are very large, the eye must be opened and a 
large iridectomy performed. 


Glaucoma.—If postoperative glaucoma does 
occur, the condition is treated similar to any other 
type of postoperative glaucoma, namely, with 
miotics and heat. In the congestive type a large 
broad-base iridectomy is preferable, whereas in the 
noncongestive type which persists a trephine or 
iridenclesis is recommended. 


Edema.—Postoperative edema of a graft that 
has taken well may persist even as long as three 
to four months. Clinically, the eye looks good, but 
on further examination under the slit lamp there 
is a generalized bedewing of the upper layers of 
the graft that materially interferes with vision. 
There is no specific treatment for this condition; 
however, it usually will clear. 


Results 


In all branches of ophthalmic surgery the ques- 
tion of prime importance is, namely, the percentage 
of success. What then are the results with the 
corneal transplant operation. 

At the International Symposium on Corneal Sur- 
gery held in New York City, in 100 cases operated 
on by Dr. Paton, selected at random by an inde- 
pendent observer, there were: 55 per cent clear 
(this was with no selection of cases), and 45 per 
cent cloudy. 

Further conclusions from this are: 


1. There is no definite relation between age and 
results. 

2. No results in Fuchs’ dystrophy and chemical 
burns. 

3. Best results were seen in cases of central 
opacity of the cornea. If one half the area of the 
cornea was involved, grafts were 68 per cent clear. 
If over half of the cornea was involved, the per- 
centage dropped to 36 per cent. 

4. As to vascularization the following results 
were obtained: 

No vessels, 71 per cent successful. 

Few vessels, 45 per cent successful. 


Moderate amount of vessels, 22 per cent successful. 
Extensive vascularization, 0. 


With selection of cases the following are the 
results: 


Conical cornea, 65 per cent. 
Dystrophy-heredity, 58 per cent. 
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Interstitial keratitis, 49 per cent. 
Scar nonspecific, 46 per cent. 

Active keratitis or ulcer, 23 per cent. 
Scar chemical, 20 per cent. 

Scar traumatic, 18 per cent. 

Scar gonorrhea, 87 per cent. 

Fuchs’ dystrophy, 0 (10 cases). 


Résumé 


1. Five cases of corneal transplants are pre- 
sented, preoperatively and postoperatively, with 
results. 

2. A review of the literature on this subject is 
presented in a concise manner. 

3. The evaluation of the operation is traced 
from its early inception to our modern trends. 

4. The various types of transplants are discussed. 
The Lamellar type is not fully discussed since space 
does not permit. The European school, and par- 
ticularly the French school, advocates this method 
and reports excellent results. 

5. Various techniques, selection of cases and 
complications are discussed. 

6. Percentage results that can be expected in 
the various groups are reviewed. 

Corneal transplantation is an operation that 
should be in the field of any ophthalmologist who 
takes the trouble to perfect himself in it. 
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SICKNESS 


Our health is our sound relation to external objects; 
our sympathy with external being. A man wakes in the 
morning sick with fever; and he perceives at once he 
has lost his just relation to the world. Every sound 
in the lower parts of the house, or in the street, falls 
faint and foreign on his ear. He begins to hear the 
frigid doom of cold Obstruction. “Thou shalt have no 
part in anything that is done under the sun.”—-EMERSON. 
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Chloromycetin as a 
Treatment for Pertussis 


Continued Observations 


By Eugene H. Payne, M.D., Miguel Levy, M.D., 
Edwardo Zabalaga Canelas, M.D., 
Gaston Moscoso Zamora, M.D., and 
Moises Sejas Villarroel, M.D. 


Detroit, Michigan 


HIS PAPER reports additional experience® 
gained in the treatment of pertussis with chloro- 
mycetin. The majority of these cases reported were 
treated in the Department of Cochabamba, Bolivia. 
Published statistics? confirm the writer’s observa- 
tions that the disease in this area is of high viru- 


lin and streptomycin were of some aid in controll- 
ing the complications, but of doubtful value in 
shortening the disease. Prior to the use of chloro- 
mycetin, fair results were obtained in some cases 
by painting the throat with iodine preparations. 


Early laboratory work of Smith and associates’ 
indicated the possible usefulness of chloromycetin 
in pertussis. This work was confirmed by McLean 
and associates* and Sarber and associates.’ Alex- 
ander, Leidy and Redman*® found the effectiveness 
of chloromycetin against H. pertussis and H. para- 
pertussis in vitro to be high when compared with 
the other antibiotics studied. 


Degenhardt? reports the case of a child, five and 
one-half months old, suffering from severe per- 
tussis successfully treated with chloromycetin. 


TABLE I, PERTUSSIS CASES TREATED WITH CHLOROMYCETIN 








Total = Normal 





Daily Dose arked Symptom 
Age No. of Method of First Maintenance (gm.) Improvement Free 
Group Patients Administration Dose (gm.) (gm.) Average Average Average (Days) 
Less than 6 months....10 Oral 0.25 rg | 2.0 43 hrs. 3.4 
q.i.d. 
4 Sup.* 0.25 ey 4.7 24 hrs. 4.5 
-i.d. 
tk ES Ben es 8 Oral 0.25 rie 3.4 30 hrs. 5.0 
t.1.4. 
4 Sup.* 0.25 ye! 2.17 48 hrs. 6 
t.1.d. 
Be OI. bi cocks chien 14 Oral 0.25 pare $.1 42 hrs. 4.2 
t.1.d. 
PES ohessicacercencmecersees 7 Oral 0.25 or 3.4 56 hrs. 4 
t.1.d. 
SF ID accncecdecrwcatoniaus 10 Oral 0.25 pr 55 62 hrs. 5.3 
q.i.d. 
5 Se 0.3 0.3 3.48 48 hrs. 4 
q.i.d. 





~ *Given as rectal suppository. 


lence, and the death rate for all cases averages 10 
per cent. This high mortality seems not to be 
influenced by the wide range of altitude, nor by the 
economic level of the patient’s family. The Boliv- 
ian epidemic, during which this study was made, 
began late in June and continued through Novem- 
ber, 1949. 

During the period of this study the following 
facts were established regarding the epidemic: 

Untreated young children (first five years) were 
found to have a-moderate to high temperature 
(37.5° to 39.5° C.) for a period of usually two 
weeks during the early stage of the disease, and 
the paroxysmal state averaged more than six weeks. 
The death rate of untreated patients under five 
years of age was 20 per cent. 

Treatment with high potency vitamins gave 
some amelioration but no curative effect. Penicil- 





Eugene H. Payne, M.D., is from the Department of Clinical 
Investigation, Parke, Davis and Company, Detroit, Michigan. 

Miguel Levy, M.D., is Chief Medical Officer, S.C.I.S.P., Cocha- 
bamba, Bolivia. 

Edwardo Zabalaga Canelas, M.D., Gaston Moscoso Zamora, M.D., 
and Moises Sejas Vilarroel, M.D., are from Cochabama, Bolivia. 
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Method of Study 

Since the supply of chloromycetin was limited 
and there was such a large number of patients, 
only those cases seriously ill were treated. The 
diagnosis was confirmed by cough plate or swab 
cultures. All patients treated below five years of 
age, and most of those above this age, had fever. 

Sixty-two cases were treated in this report. 
Chloromycetin was given in varying doses (Table 
I) depending on the weight of the child, and was 
administered by mouth in most cases. In certain 
patients, as indicated, the drug was given as a 
rectal suppository or as an intravenous injection 
dissolved in propylene glycol. 


Results 

Ten brief case records are included as typical examples. 

Case 1.—Two-month-old male on artificial feeding, well 
nourished, sick for five days, during which time was 
treated with vitamins C and K without results. Parox- 
ysmal stage had begun with twenty to thirty paroxysms 
per day. Fever 38° C. 

Treatment: Chloromycetin, first dose 0.25 gm., fol- 
lowed by doses of 0.125 gm. every eight hours. 
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On the second day fever had disappeared and the 
paroxysms greatly decreased. Improvement continued. 

Fourth day, the paroxysms had disappeared and the 
patient appeared cured. Some coughing remained but 
only of a light irritant type. Two weeks later patient 
had had no relapses and appeared to be in excellent 
health. 

Total dose: 1.75 gm. chloromycetin, oral. 


Case 2.—Female, three months old, bottle fed, fairly 
well nourished, low grade fever less than 38° C. This 
patient was in the earliest paroxysmal stage with parox- 
ysms averaging twenty-five per day. 

Treatment: Chloromycetin, 0.25 gm. for first dose and 
0.125 gm. every six hours around the clock. 

Second day, temperature returned to normal. Fourth 
day, the paroxysms had almost disappeared. During the 
night of the fourth day, patient had two small par- 
oxysms. Fifth day, no paroxysms. Follow-up indicates 
that patient is free of pertussis and has had no further 
paroxysms. 

Total dose: 2.5 gm. chloromycetin, oral. 


Case 3.—Female, three months of age, breast fed, con- 
tracted pertussis from mother. Catarrhal stage quite 
severe with temperature ranging between 38° and 39° C. 
and symptoms resembling bronchial pneumonia. 

Treatment: Chloromycetin, first dose 0.25 gm. fol- 
lowed by doses of 0.125 gm. every six hours around the 
clock. 

Second day, temperatures became normal during the 
day and the patient appeared much improved. Fourth 
day, paroxysms were greatly reduced. A great improve- 
ment in general condition. 

Fifth day, paroxysms had disappeared and there was 
no indication of a relapse during the several weeks 
follow-up. 

This patient showed symptoms of nausea when given 
chloromycetin mixed with fruit juice, evidently due to 
the objectionable taste. 

Total dose: 2 gm. of chloromycetin, oral. 


Case 4.—Female, six years of age, well nourished, be- 
ginning the paroxysmal stage of pertussis with twenty 
paroxysms per day. 

Treatment: Intravenous chloromycetin, 0.30 gm. in 
propylene glycol administered every three hours. 

Second day, patient had four paroxysms. 

After the fourth post-treatment day, patient was in 
uneventful convalescence. 

Total dose: 3 gm. chloromycetin, intravenous. 


Case 5.—Female, seven years of age, well nourished, 
began treatment during the first week of the paroxysmal 
stage of pertussis during which she was having twenty to 
thirty paroxysms per day. Patient was having frequent 
epistaxis. 

Treatment: Intravenous chloromycetin dissolved in 
propylene glycol, 0.30 gm. administered every five hours 
for first forty-eight hours. 

Third day, epistaxis had disappeared and the number 
and intensity of the paroxysms had diminished. Fourth 
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day, the paroxysms disappeared and the patient made an 
uneventful recovery. 
Total dose: 3.0 gm. chloromycetin, intravenous. 


Case 6.—Female, eight years of age, poorly nourished. 
This patient was extremely weak due to the thirty to 
fifty paroxysms per day she had suffered and the vomit- 
ing which accompanied each paroxysm. 

Treatment: Intravenous chloromycetin, 0.3 gm. every 
five hours for ten doses. 

Second day, improvement was noticed in the patient’s 
physical condition. 

Fourth day, paroxysms disappeared on this day and 
patient entered into an uneventful convalescence. 

Total dose 3.0 gm. chloromycetin, intravenous. 


The following cases are presented as representing 
the most resistant to chloromycetin therapy, insofar 
as they were slowest to respond: 


Case 7.—Female, seven years of age, had had whoop- 
ing cough for one week. Vitamin C and tincture of 
iodine in glycerin of no benefit. Chloromycetin, 50 mg. 
per kilogram bodyweight, given in equally divided doses 
every six hours for five days. 

Improvement was noticed at the end of the second day 
when the paroxysms gradually became less frequent and 
of less intensity. The paroxysms disappeared on the 
eighth day, leaving a light hacking cough. 

Total dose: 6.0 gm., oral chloromycetin. 


Case 8.—Male, one year old, in grave condition with 
paroxysms following each other at short intervals, during 
which the infant was apparently dying from asphyxia. 

One capsule of chloromycetin (0.25 gm.) given every 
six hours. 

Improvement began the second day and gradually im- 
proved until, on the twelfth day, all paroxysms had dis- 
appeared. 

Total dose: 9.0 gm. chloromycetin, oral. 


Case 9.—Male, seven years of age, with severe attack 
of whooping cough, was in second week of disease. 

Chloromycetin, given by mouth, 50 mg. per kilogram 
bodyweight per day, divided into equal doses every six 
hours. This case appeared to be by far the most resistant 
of all cases studied, and did not show marked improve- 
ment until the ninth day of treatment. 

Twelve days after beginning treatment, the paroxysms 
had disappeared. 


Total dose: 9.0 gm., oral chloromycetin. 


Case 10.—Male, one year old, in first week of pertussis 
attack. 

Chloromycetin given by inserting the perforated cap- 
sule as a rectal suppository. One capsule (0.25 gm.) 
given every six hours. 

Steady improvement was observed until the seventh 
day when all paroxysms had disappeared. 


Total dose: 6.0 gm. chloromycetin. 
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Observations 


Fever, when present, disappeared during the 
second day of treatment, and a definite decrease in 


the number of paroxysms could be observed on the 


third day. 

Paroxysms decreased in number until they dis- 
appeared completely. The time of disappearance 
varied from the third to sixth day after treatment 
was initiated. In only four cases did the paroxysms 
extend beyond six days after treatment was begun. 
It was noted, however, that a light cough remained 
for several days. This was thought to be due to the 
residual inflammation remaining in the tissues. 

In one case there appeared to be a relapse of 
short duration a few days after treatment was dis- 
continued. This patient received a small dose of 
chloromycetin, and it was judged to be inadequate. 
A second course of treatment terminated the attack. 

- Spot check of patients by cough plate one week 
after treatment indicated all were free of infection. 
In a few children under six months of age there 
were mild symptoms of nausea. This was no doubt 
due to the fact that the Kapseals were opened 
and the contents mixed with substances such as 
honey or orange juice for administration, and the 
resulting disagreeable taste caused the symptoms. 

It was decided that the dose of drug used was 
the minimum amount that would be effective. 


Conclusion 


1. Continued experience demonstrates that 
chloromycetin is an effective treatment for per- 
tussis. 

2. When administered as a rectal suppository, 
or intravenously the results are equal to oral medi- 
cation. 

3. Untoward reactions are negligible. 
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Chickenpox and 
Herpes Zoster 


Simultaneous Occurrence in 
Same Patient 


By E. H. Watson, M.D. 
Ann Arbor, Michigan 


A RELATIONSHIP between chickenpox and 

herpes zoster has been accepted from the often 
reported occurrence of both diseases almost sim- 
ultaneously in different members of the same fami- 
ly. It is common to have an increase in cases of 
herpes zoster when an epidemic of chickenpox is 
present, and many instances suggesting cross com- 
municability of the two diseases have been re- 
ported. Persons with herpes zoster can apparently 
transmit a disease which is indistinguishable from 
chickenpox, though the communicability in this 
direction is not high; conversely, persons with 
chickenpox can be the almost certain cause of 
herpes zoster in others. The “unitarian” theory 
regarding the causative virus of these two diseases 
may be summarized as follows: Infants inoculated 
with vesicle fluid from herpes zoster have been 
observed to develop, in two to three weeks, typical 
lesions of chickenpox and have, in turn, been the 
obvious contact for other cases of chickenpox. The 
incubation periods for the two diseases appear to 
be identical. Persons recently recovered from either 
disease appear to have some transient immunity 
to the other, though this immunity is certainly not 
as complete or lasting as the specific immunity con- 
ferred by each. Herein lies the most serious objec- 
tion to the “unitarian” theory of one causative 
virus for the two diseases. The virus of herpes has 
been cultivated ;* that of chickenpox has not. The 
occurrence of the two diseases simultaneously in 
the same subject seems to be worth reporting. 
From the clinical standpoint, there could be no 
question of the identity of the two diseases. The 
case history follows: 


C.E.B., age fifty-nine, experienced a low backache of 
mild severity on May 23, 1949. This was worse, but 
not incapacitating, on May 24. On May 25, the pain 
was much worse, and now was definitely unilateral with 
radiating pains from left lumbar to left groin area. An 
electric heating pad was applied and left on nearly all 
night of May 25, the pad remaining with only slight 
change over the area from left lumbar, around left flank 


*From the Schools of Medicine and Public Health, University of 
Michigan. 
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CHICKENPOX AND HERPES ZOSTER—WATSON 


and downward to left inguinal area. Emperin compoundhis home. There is none other known to me which might 
was taken and patient slept fairly well but awakened on have added information of value. Certainly a complete 
May 26 to discover a band of erythema thickly dotted blood count could hardly have added anything as the 
with small vesicles extending over roughly the area white count tends to be normal or lowered in chicken- 





Figs. 1 and 2: These photographs taken on the seventh day of illness and the fourth day after the 
eruption of the band of zoster lesions, show both eruptions. The face and trunk had approximately 
thirty-five lesions quite typical of chickenpox. It is likely that the extent and severity of the zoster 
lesions was increased by application of the electric heating pad. Virus could not be cultivated from 
the herpetic vesicles. 


covered by the electric pad. There was no itching, mild 
pain on movement and moderate pain on pressure on 
this area. Patient assumed this to be a burn because 
of the pad, but was puzzled that the low temperature of 
the pad would cause this. The local discomfort was 
not sufficiently great to prevent the patient teaching his 
classes and conferring with students. On May 27, two 
vesicles appeared on the face and four or more on the 
back at some distance from the vesicles in the supposed 
burned area; he felt worse than previously, but did not 
have elevated temperature, the patient thought. On 
May 28, he felt worse and slept part of day and noted 
several new vesicles on face, back, and chest. He had 
no appetite and for the first time felt feverish and found 
temperature to be 101° F. at 5:00 p.m. On May 29 
temperature at 9:00 a.m. was 102°. He was seen by the 
family physician, who diagnosed herpes zoster and raised 
a question concerning nature of vesicles on face and 
trunk. A few more of the single vesicles appeared on 
this day. 

On May 30, I saw the patient for the first time and 
confirmed the diagnosis of herpes zoster and chickenpox. 
The physical examination revealed nothing germane to 
this report except the cutaneous lesions, which fortunately 
are well shown in the accompanying photographs which 
were taken on the seventh day of illness. There were 
in all approximately thirty-five scattered lesions in vari- 
ous stages of development and perfectly typical of chick- 
enpox. The band of erythema from left lumbar to left 
inguinal region was dotted by steel pin-head to glass 
pin-head sized vesicles, many of which were coalescent. 
(Crusts and serum from these lesions were obtained for 
virus culture by Dr. Thomas Francis, Jr., of the Uni- 
versity of Michigan School of Public Health. “Virus could 
not be recovered from this material). No other labora- 
tory work was undertaken as the patient was attended in 
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pox and normal to elevated in herpes zoster. 

The patient made an uneventful recovery over the 
course of nearly six weeks. Some pain in the back con- 
tinued and the area of herpetic lesions continued to be 
painful when touched. The trouser band and belt was 
poorly tolerated even after the patient felt much im- 
proved. Some ease of fatigue was definite for six to eight 
weeks. It is of interest that best relief for the hyper- 
esthesia and pain of the zoster lesions was obtained from 
the application of 3 per cent nupercaine (dibucaine) 
ointment. This has to be made up specially by the 
pharmacist as the regular nupercaine ointment is 1 per 
cent strength. 


Although contact with anyone having chicken- 
pox was at first thought unlikely, it was later as- 
certained that two of the patient’s students had 
dropped out of class approximately two weeks be- 
fore and were in isolation because of chickenpox. 
The patient reported that he was sure he had had 
chickenpox over fifty years previously. 


Conclusion 


What seems unmistakably to be an instance of 
simultaneous occurrence of chickenpox and herpes 
zoster in a fifty-nine-year-old man is reported. The 
patient felt sure he had had chickenpox as a boy. 
There was definite exposure to two cases of chick- 
enpox approximately two weeks before onset of 
patient’s illness. Photographs are presented. 
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Histamine Antagonists 


XVII. Experimental and Clinical Exper- 
ience with N,N-methyl-N’-(4-fluoro- 
benzyl)-N’-(2-Pyridyl)- 
Ethylenediamine 


By Samuel M. Feinberg, M.D. 
Chicago, Illinois 


IS GENERALLY agreed that a more favor- 

able potency-toxicity ratio would be a desirable 
feature in the development of a new antihistaminic 
drug, and would justify the addition of still an- 
other compound to the large list already available. 
Vaughan and his associates,®° working in the labora- 
tories of the American Cynamid Company, experi- 
mented with halogenation of a number of com- 
pounds. Pyribenzamine halogenated in the 4-posi- 
tion of the benzyl group showed the highest 
activity. The further interesting observation was 
made that this activity increased as the electro- 
negativity of the substituent increased and _ its 
atomic weight decreased from iodine to fluorine. 
Dihalogenation was disadvantageous in the one 
compound tested. By the histamine aerosol tech- 
nique they found the fluorine compound to be 
three to four times as potent as pyribenzamine, 
chlorine two to three times as potent, bromine of 
the same potency, and 2-chlorine of 0.5 potency 
of pyribenzamine. 

Litchfield and his associates* examined the phar- 
macological properties of the fluorine derivative, 
N, N-methyl -N’ - (4-fluorobenzy]) -N’-(2-pyridyl) - 
ethylenediamine, which for brevity will be referred 
by their designation of p-fluorobenzyl-DPE. 


SN 
i al 


The contraction of the guinea pig ileum from 
4.0 y histamine was inhibited by 0.4 to 2.0 of the 
drug, and recovery was prolonged. In the hista- 
mine aerosol experiment in the guinea pig the com- 
pound was twice as active as tagathen. By the 
oral route in protection against intravenous hista- 


"= 
CH. 


H Hz 
N-C-C—N * HCl 
= 2 





From the Division of Allergy and Allergy Research Laboratory of 
the Department of Internal Medicine, Northwestern University Medi- 
cal School, Chicago, Illinois. 
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mine it was two to four times as effective as 
pyribenzamine. The LD,, in mice by intraperi- 
toneal administration was 83 mg. per kilogram, 
somewhat less toxic than pyribenzamine but more 
toxic than tagathen. 


Experimental Data 


The above data and the compound p-fluoro- 
benzyl-DPE were presented to me in the summer 
of 1948 for consideration for further experimental 
work and possible clinical use. Preliminary trials 
of local inhibition of the histamine flare according 
to our method’ indicated that we were dealing 
with a potent antihistaminic compound, the test 
resulting in an assay of 200 per cent potency on 
the basis of pyribenzamine as the standard. In 
unpublished experiments* in which a similar hista- 
mine flare inhibition was measured it was deter- 
mined that a 50 mg. dose of the drug taken orally 
produced histamine inhibition comparable to that 
produced by 100 mg. of pyribenzamine. 


In the prevention of bronchospam in guinea pigs 
from aerosolized histamine, according to the tech- 
nique we have previously described,® the effective 
intraperitoneal dose was 1 mg. per kilogram, identi- 
cal with the dose required for pyribenzamine. The 
concentration of the aerosolized drug required to 
produce the same protection against aerosolized 
histamine was 0.25 per cent, compared to 1.0 per 
cent required for pyribenzamine. The effect of the 
intraperitoneal injection lasted seven hours while 
the aerosol effect lasted ninety minutes, both figures 
comparing favorably with pyribenzamine. An aero- 
sol from a 10 per cent solution of this compound 
was well tolerated by the guinea pigs for at least 
five minutes. A dose of 0.1 mg. of p-fluorobenzyl- 
DPE per kilogram intraperitoneally protected five 
out of five pigs against 1 MLD,,, histamine intra- 
venously, while a dose of 0.01 mg. protected one 
out of five animals. Against this particular type of 
effect this compound was more effective than 
pyribenzamine. In a small series of animals protec- 
tion against anaphylaxis was not particularly im- 
pressive. The latter findings were rather puzzling 
and have not been checked. 


Clinical Results 


The encouraging experimental findings influ- 
enced us to begin clinical therapy in the autumn 
of 1948. 


The compound p-fluorobenzyl-DPE was admin- 
istered in tablet form in the majority of instances, 
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TABLE I. DOSES OF P-FLUOROBENZYL-PDE 














Children Adults 
15 mg. 8 
Not helped 0 
Helped ........ 8 
Oa eee 74 
Not helped 31 
NN 9563p xroccscsntses psn stnatepareesesdcanenr 43 
| RE Eee tie kb 31 92 
ig eS Le see eee 13 34 
= pee ee eee 18 58 





the patient being instructed to take it as needed. 
In some cases of nasal allergy instructions were 
given to take the medication on retiring. The 
first tablets available were 15 mg. size. The patients 
were instructed to take one to four tablets at a 
dose. However, it is our experience that the aver- 
age person is disinclined to take three or four 
tablets at a time, because of the impression that 
he is taking an excessive dose. In this way some 
of the data were unfavorable since some patients 
who failed to obtain results from 15 to 30 mg. 
did not try higher doses from which better results 
might have been possible. Later, for some period 
only 50 mg. unscored tablets were available. Again 
this served as a derogatory influence on the re- 
ported figures: some of these patients undoubtedly 
could have obtained relief with doses smaller than 
50 mg. When both sized tablets were available the 
patient was usually given some of each and was 
instructed to try 30 mg. first. If the latter dose 
was insufficient he would try 50 mg. If the symp- 
toms were well controlled he was instructed to 
try also the 15 mg. dose. 

Whenever possible attempts were made to com- 
pare the effectiveness of this drug with pyribenza- 
mine or other standard antihistamines; in many 
instances comparisons were made with a group of 
antihistaminic compounds. By means of a punch 
card record system many associated facts were 
kept and analyzed, a procedure also used in the 
study of chlorcyclizine.? This standardized pro- 
cedure proved valuable since it gave greater sig- 
nificance to the comparative findings. Although a 
record was kept of various grades of relief, in the 
final evaluation the patient was classified either as 
“helped” or “not helped,” occasional or slight re- 
lief being classed in the latter group. 


Doses.—Table I shows the doses of p-fluoro- 
benzyl-DPE given to 238 patients on whom an 
evaluation was obtained. (In several patients 
more than one dose is recorded). It will be 
noted that with the 15 mg. dose sixteen out of six- 
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TABLE II. P-FLUOROBENZYL-DPE 
SPEED, DURATION OF EFFECT AND PERIOD OF USE 








Speed of Action Duration of Effect Period Drug Was 








Taken 
ee Renae 7 3 eli 3 Less than 1 week..107 
ea ee: 13 3-6 howrs.................. $5 1-6 WeekS.......ccc.c00 102 
ee >. GB: O:...:;....-:.55.. 4 tes moeine bce oseant 21 

ore than 
SIE, ccciiceicetenns 8 





teen patients were helped, and that with both the 
30 and 50 mg. doses about 62 per cent were helped. 
“This does not mean, of course, that 15 mg. doses 
are more effective than 30 mg. and 30 mg. are just 
as effective as 50 mg. It means that those who ob- 
tained poor results with 30 mg. doses did not try 
15 mg. doses and that many of those who took 
15 mg. without results but obtained benefit from 
larger doses failed to report the preliminary trials. 
The 50 mg. group contained patients who never 
tried 30 mg. Furthermore, the 50 mg. doses were 
generally prescribed in the more severe parts of the 
hay fever season where the effect was comparable 
to the smaller doses in the earlier and lighter por- 
tion of the season. The proportion of children tak- 
ing the 50 mg. doses was not as large as in the adult 
group. Doses larger than 50 mg. were not admin- 
istered, although an analysis of our findings indi- 
cates that a series of cases should be treated with 
larger doses. 


Speed and Duration of Action—In only a few 
patients could the speed and duration of action 
of the drug be studied. The usual difficulties of 
inconstancy of symptoms and lack of co-operation 
of the majority make such observations limited to a 
small number. It will be noted from Table II 
that seventeen patients thought their symptoms 
were benefited in one-half hour, thirteen in one 
hour and one in two hours. The vast majority of 
patients from whom opinions could be obtained 
thought that the effect of the drug lasted three to 
six hours, usually four. In this respect p-fluoroben- 
zyl-DPE behaves like most drugs we have studied 
and is unlike chlorcyclizine which has prolonged 
action at least in a proportion of patients. In most 
patients the medication was administered for peri- 
ods from several days to six weeks. Twenty-nine 
patients took the drug for periods ranging from 
one and one-half to several months, without any 
ill effects. 


Seasonal Hay Fever.—A total of 165 hay fever 
patients taking this drug were observed (Table 
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TABLE Ill. HAY FEVER. RESULTS OF TREATMENT 
WITH P-FLUOROBENZYL-DPE 








Type of Hay Fever Dose of Drug 
Grass Ragweed Mold 15mg. 30mg. 50mg. 





Desensitized 
ee Pee 85) 





Not helped......25| 6 23 9 1 6 18 
"ese 60 26 50 31 3 7 50 
Non-desensitized 
Oa 80 
Not helped......28 3 25 9 | 11 17 
Helped ............ 52 7 49 27 4 21 27 





TABLE IV. MISCELLANEOUS ALLERGIC MANIFESTA- 
TIONS. RESULTS OF TREATMENT WITH 
P-FLUOROBENZYL DPE 








Total Not Helped Helped 








Perennial rhinitis ......................ccccccccescnesseseeee 44 23 21 
(RE Sears abl jedan a 44 4 
ieee Rea am 11 4 7 
OE re ee cena oe 6 5 
PIA ixscenceistssvcesinsasentzelintinencseniernl SON 5 
Contact dermatitis ...... PEAS 1 0 
Pruritis ani ............. — 0 1 
Other dermatitis .............. . 4 1 3 
Allergic conjunctivitis . — 0 2 
Corneal ulcers ............ . ‘ 





Headache ................ PEP 





III). Most of these were treated during 1949, 
although a few were seen in late 1948. Although 
the incidence of benefit from the drug is some- 
what greater in the desensitized group than in the 
non-desensitized group this alone does not portray 
the real difference between the two categories. In 
the non-desensitized group many who were classed 
as “helped” were no longer helped when the sea- 
son advanced. Furthermore, many more patients 
in the desensitized group were helped by an occa- 
sional dose of the drug while the non-desensitized 
patients usually required more continuous employ- 
ment of medication. Not included in the table are 
many desensitized patients who did not require 
antihistamine medication. I have already pointed 
out the difficulties of interpretation of relative ef- 
fects of different doses. Combining all figures in 
the hay fever group, 68 per cent were “helped.” 


Miscellaneous Allergic Manifestations.—It will 
be noted from Table IV that this drug behaves like 
most of the other antihistamines toward other al- 
lergic manifestations. Perennial vasomotor rhi- 
nitis, allergic cough, urticaria and atopic derma- 
titis are helped in approximately half of the in- 
stances. It is possible that larger doses might pro- 
duce a greater incidence of benefit. Asthma is 
benefited rarely and never adequately for the re- 
lief of acute attacks. 
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TABLE V. SIDE EFFECTS FROM P-FLUOROBENZYL-DPE 








Children Adults 





ee 


Lom 
CON UNO- = 











IN opr ans sexta vactncaencueeiee ERO Oa TCE EE 
pS Abdominal pain .. 

III: cexscorssesckioves- OO ee 

Poor concentration . Dermatitis 





Se aes 





Side Effects—(Table V). Undesirable symp- 
toms were noted in forty-four patients (about 19 
per cent). With the 50 mg. doses the incidence of 
side effects was 23.5 per cent, two-thirds of the 
latter being mild. The incidence and intensity of 
toxic effects are sufficiently low to encourage the 
use of larger doses in the next series in order to 
see whether the therapeutic results may not be ma- 
terially improved. Sedation was again the most 
common complaint. 


Comparison with other Antihistaminic Drugs.— 
In 115 of the patients of this series other potent 
drugs were given to allow a comparison to be 
made. Generally speaking several drugs were tried 
before any comparison was attempted. In a few 
instances comparisons were only possible with 
pyribenzamine. No direct individual comparisons 
were made if the patient took a new drug only 
(such as chlorcyclizine) in addition to the fluoro- 
benzyl compound. In this group thirty-eight felt 
that the results were about the same (good or bad) 
as with other antihistamines. In twenty-two the re- 
sults were less than that obtained: with other com- 
pounds, and in fifty-five they were better. It should 
be added that many patients not in this group of 
115, who obtained good results with this drug, were 
loath to try any other drugs, and thus the size of 
the potential “better” group might have been larg- 
er than what is listed here. 


Comment ' 


Much of the animal work and the histamine 
flare inhibition indicate that p-fluorobenzyl-DPE is 
a compound of considerably greater potency than 
most other antihistamines. The results of clinical 
therapy appear to indicate that it is as potent and 
perhaps more potent than pyribenzamine. Difficul- 
ties in clinical comparison are legion. For example, 
in hay fever patients the incidence of good results 
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obtained several years ago with pyribenzamine 
cannot be properly compared with the results ob- 
tained in this season with this compound. The 
1949 mold and ragweed seasons were considerably 
more severe than those in the last several years. 
Furthermore, our own attitude toward the useful- 
ness of this type of drug has been modified. In 
the past, patients who obtained slight or occasional 
relief had been included in the “improved” group; 
now we feel that unless the drug is fairly con- 
sistently helpful and in worthwhile degree, it 
should not be regarded as a success. 

Since 50 mg. doses produced no more side effects 
than similar doses of pyribenzamine the next logical 
step is to try 100 or 150 mg. doses in clinical ther- 
apy. In this way it should be possible to decide 
whether this drug has any distinct advantage over 
its non-halogenated precursor. 

It may be mentioned here that during the rag- 
weed season of 1949 a limited number of tablets of 
the chlor analogue of pyribenzamine was furnished 
to us for therapeutic and experimental trial. The 
laboratory assay indicated that it is a potent anti- 
histamine, possibly more potent than pyribenz- 
amine. However, since gastrointestinal complaints 
were present in the first eight patients to whom 50 
mg. doses were given, its therapeutic trial was at 
least temporarily discontinued. 


Summary 


1. Experimental and clinical results are re- 
ported for N,N-methyl-N’-(4-fluorobenzyl) N’-(2- 
pyridyl) ethylenediamine hydrochloride, which had 
been previously selected by the snythesizing labora- 
tory as the most promising of a series of halogen- 
ated tripelennamines. 

2. In most types of animal experiments, and de- 
pending on the nature of the procedure, the in- 
dicated potency of this compound was one to four 
times that of tripelennamine (pyribenzamine). 

3. By local application to the skin and by oral 
administration, this drug displayed about twice 
the potency of pyribenzamine, as measured by its 


ability to inhibit the histamine flare on human ~ 


skin. 

4. The compound was as effective as pyribenz- 
amine in the relief of allergic manifestations. The 
impression gained thus far is that some patients 


who required 50 mg. doses of pyribenzamine ob- - 


tained similar benefit from 30 mg. doses of this 
drug. 
5. It is difficult to determine by the evidence 
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at hand whether and how much more potent this 
fluorobenzyl drug is compared with pyribenzamine. 
More direct comparisons will have to be made in 
a series of patients each of whom takes varying 
doses of this drug and pyribenzamine. 

6. Side actions compare favorably with most 
antihistaminic drugs. 

7. Further evidence is presented that this drug 
behaves like other antihistaminic drugs in its in- 
ability to substitute for the more effective and more 
lasting benefits obtained from desensitizing injec- 


tions. 
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Department will be displayed for the first time 
at the Michigan Postgraduate Clinical Institute 
in Detroit March 8-9-10. 

@ Committee reports were presented from the 
Mediation Committee, meeting of Jan. 22; Spe- 
cial Committee on Education, meeting of Jan. 
22; Special Committee on Mental and Social 
Problems, meetings of January 25 and February 
4; Special Committee to Study Councilor Dis- 
tricts, meeting of January 26; Arrangements 
Committee for Fourth Michigan Rural Health 
Conference, meeting of January 30; Permanent 
Conference Committee, meeting of February 1; 
Rheumatic Fever Control Committee, meeting 
of February 1. 

@ Report on examination of feeble-minded chil- 
dren: This report, drafted by Carleton Dean, 
M.D., MSMS representative to the Committee 
of the Department of Public Instruction on this 
subject, was approved by the Executive Commit- 
tee of The Council and authorized to be sent to 
Dr. Lee M. Thurston, Superintendent of Public 
Instruction. 
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DISEASE OF THE APPENDICES EPIPLOICAE—WILENSKY 


Primary Inflammatory and 
Ischemic Disease of the 
Appendices Epiploicae 


By Thomas Wilensky, M.D. 
Lansing, Michigan 


LTHOUGH Wayne Babcock’s case, reported 

by Fiske, remains the solitary instance of 
preoperative diagnosis of primary epiploic appendi- 
citis, the disease is not rare. This infrequently 
considered pathologic condition is surgically sig- 
nificant because its symptomatology is clinically 
indistinguishable from the manifestations of other 
intra-abdominal lesions. In the fifty-two cases re- 
ported up to 1940, there were six deaths, in four of 
which death was attributed to complications aris- 
ing from the diseased epiploic appendix. It is more 
than likely that many instances of primary idio- 
pathic, ischemic or inflammatory disease of the 
epiploic appendages are missed at surgery because 
of the inability of the surgeon to carry out thorough 
exploration of the abdomen through a small and 
inconveniently located incision. It is true also that 
the clinical course of such missed cases is for 
the most part benign. Exceptions to this rule 
include acute inflammatory epiploic appendicitis 
on the basis of a perforated or ulcerated intestinal 
diverticulum with penetration into the fat-filled 
peritoneal sac constituting the appendage. Acute 
suppurative processes of unknown origin with or 
without abscess formation are likely to present 
unequivocal indications for surgical intervention. 


Etiology 

The causation of primary disease of the epiploic 
appendages has been the subject of much specula- 
tion by the numerous authors who have studied 
this subject. A compromised or strangulated blood 
supply produced by torsion of the pedicle has con- 
tinued to be regarded as the primary producing 
force, although an actual twist has been demon- 
strable at operation only occasionally. Infarction 
and gangrene in the absence of demonstrable tor- 
sion have been explained by the loss of blood 
supply through degenerative vascular processes 
resulting from trauma or by engorgement with 
thrombosis induced through anatomical dispropor- 
tion of the arterial and venous blood supplies to 


From the Department of Surgery, Edward W. Sparrow Hospital, 
Lansing, Michigan. 
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the individual appendages. Most acceptable to 
date is the hypothesis offered by Payr that since 
the appendiceal veins are longer than the cor- 
responding arteries, the former might become 
twisted around the latter with the production of 
gangrene based on venous occlusion. Conditions 
favorable to the inauguration and progression of 
this train of events are promoted by the physiologic 
splanchnic plethora with its characteristic mesen- 
teric venous engorgement during the process of 
digestion. During this phase the distal dependent 
portion of the epiploic appendage is heavier and 
contains more fat and venous blood than does the 
proximal portion. Such circumstances, it is stated, 
contribute significantly to local changes consisting 
of trauma by stretching of the delicate venous 
wall, followed by local thrombosis and infarction. 
In the absence of secondary infection, aseptic 
gangrene is the outcome of appendiceal torsion or 
primary thrombosis of the epiploic vessels. After 
organization of the devascularized tissue takes 
place it may separate at the line of demarcation 
and pass off into the general peritoneal cavity as 
a loose body. Virchow in 1863, and more recently 
Klingenstein, Hunt and others have called atten- 
tion to these intra-peritoneal loose bodies and have 
discussed their origination from the appendices 
epiploicae. An explanation for primary inflam- 
matory diséase in the epiploic appendages with or 
without frank suppuration and in the absence of 
torsion has not been forthcoming. The answer to 
this problem may lie in Gilchrist’s and David's 
demonstration of lymph nodes in the appendices 
epiploicae while studying cleared surgical speci- 
mens of rectal and sigmoidal malignancy. The 
lymph nodes isolated by them measured from 1 to 
4 millimeters in diameter and were located in any 
portion of the appendage. Metastatic carcinoma 
was found by these authors in the epiploic appendi- 
ceal lymph nodes in five specimens. Gilchrist’s and 
David’s researches indicated that the morphology 
of the appendices epiploicae, whether long and 
slender or broad and relatively massive, had noth- 
ing to do with the presence or absence of lymph 
nodes. This observation harmonizes well with the 
reports of previous authors who, stated, while con- 
tending that torsion was the commonest precipitat- 
ing cause of acute epiploic appendiceal lesions, that 
it made little difference whether the appendages 
were short and firm or long and unusually flexi- 
ble. It would appear that the presence of lymph 
node structures within the substance of the epiploic 
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appendages should bear more than an accidental 
relationship to the presence of inflammatory dis- 
ease within those structures. 


Anatomic and Physiologic Comments 


The appendices epiploicae are rudimentary in 
children, although their appearance in the fifth 
month of fetal life has been demonstrated. There 
is no agreement concerning the physiological use- 
fulness of these fatty appendages. Robinson con- 
cluded that they were functionally active in the 
removal of fluid from the large bowel. At the 
present time the most commonly accepted opinion 
regards them as miniature omenta acting as protec- 
tive and defensive agents against injury. Pines 
injected the colic blood vessels and was able to 
trace the smaller branches to their terminations. 
He noted that unlike the vasa recti of the small 
intestine which enter the bowel wall directly at 
the mesenteric border the vessels to the large bowel 
divide at the mesenteric border within the peri- 
toneal fat and encircle the bowel subperitoneally, 
giving off small branches to the wall. In so doing 
they carry along a layer of protective subserous fat 
which is directly continuous with the fat in the 
mesentery. The main vessels continue into the 
fat of the appendices epiploicae where they gen- 
erally describe an inverted U-shaped arch from 
which terminal branches run into the intestinal 
wall and into the epiploic fat sac. From this it has 
been concluded that the appendices epiploicae are 
merely protective fat pockets for the redundant 
intestinal vessels when the intestinal wall is col- 
lapsed. This safety mechanism of vascular redun- 
dancy is obviously necessary to prevent compression 
of the vessels and obliteration of their lumens 
when the bowel is distended. 


Clinical Features 


Prevalence of the disease among well-nourished 
and obese persons is significant and at once sug- 
gests a causal relation. Mabrey’s collected report 
of fifty-two cases was made up of twenty-nine men 
and twenty-three women. The ages varied from 
twenty to seventy, the average being thirty-five. 
The most common lesion involving these append- 
ages was twisting of the pedicle with resultant 
infarction. The location of the diseased appendage 


was roughly twice as common in the sigmoidal. 


appendances as it was in the cecal or right-sided 
structures. Scattered single cases were found else- 
where along the colon. The listed preoperative 
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diagnoses represented a rather complete considera- 
tion of all intra-peritoneal disease processes. Sur- 
gical neglect of acute appendicitis, commonest of 
all surgical emergencies, is an invitation to serious 
consequences. Because this is generally recognized 
today it is not surprising that the presence of an 
appendectomy scar effectively smothers the alarm 
reaction that should be provoked whenever acute 
abdominal symptoms indistinguishable from those 
of appendicitis are encountered. Diverticulitis 
whether solitary in the cecum or right side of the 
colon or sigmoidal in location is deserving of brief 
but emphatic mention here. Like disease of the 
epiploic appendages it is not as rare as was once 
thought, although failure of recognition during sur- 
gery is not uncommon. Because it is commonly 
overlaid by an indurated fat pad into which it 
has burrowed, a diagnosis of epiploic appendicitis 
may readily be made, with failure to recognize the 
important underlying acutely inflamed pathogen- 
laden intestinal out-pouching. It is not necessary 
to elaborate upon the observation that the unrecog- 
nized cutting across of a diverticular sac is a seri- 
ous technical error. 

The absence of a characteristic symptom com- 
plex of primary disease of the epiploic appendages 
is obvious. The most constant feature is abdominal 
pain of a sharp or cramping nature which varies in 
location according to the situation of the diseased 
appendage. Unmistakable local tenderness is the 
most common finding whereas abdominal rigidity 
is usually absent because an inflammatory and/or 
suppurative process is not usual. Hyperesthesia 
of the skin has been reported as an outstanding 
symptom in this disease. Pines and Rabinovitch 
reported a similar finding of marked cutaneous 
hyperesthesia in cases of infarction involving the 
large omentum. 


Case Report 


C. S., a man, aged thirty-four, was seen in the Edward 
W. Sparrow Hospital on May 11, 1949. He stated that 
he had been entirely well until early in the morning of 
May 8, at which time he had first experienced crampy 
lower mid-abdominal distress.’ He had defecated fre- 
quently with relief of short duration after each small 
bowel passage. He was not nauseated but had experi- 
enced loss of appetite on the day of admission. Several 
enemas had assisted in the evacuation of quantities of 
gas with brief relief periods. In response to direct inter- 
rogation he stated that the full urinary bladder seemed 
to increase the sensation of intra-abdominal distress in 
turn relieved by voiding. He denied chills and fever and 
had not experienced the combination of painful cramps 
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and audible borborygmus. Appendectomy through a short, 
vertical, well-healed, laterally placed, right rectus incision 
had been done in 1938. He had seen service in Africa 
and elsewhere with the armed forces but denied intestinal 
or diarrheal disturbances. Examination of this unusually 
large, well-built, overweight state police trooper localized 
all positive findings to the abdomen. Deep right lower 
quadrant tenderness was present under the appendectomy 
scar. Deep palpation in this region seemed to facilitate 
the passage of gas out of the right lower quadrant which 
the patient experienced subjectively as a distinct move- 
ment providing relief. There was no peritoneal reaction 
and muscle spasm was minimal. Pressure in the right 
lower abdominal quadrant produced tenderness which 
radiated diagonally across the abdomen toward the left 
upper abdominal quadrant. Pressure in the deep lower 
left quadrant evoked a radiating distress toward the 
right groin. Rectal digital examination was negative. 
Temperature, pulse, respirations, blood pressure and 
urinalysis were entirely normal. A blood count was 
normal with 9,000 leukocytes, 71 per cent of which were 
polymorphonuclears. A flat film of the abdomen re- 
vealed no gas-filled bowel loops. On the third hospital 
day a barium enema examination was carried out. The 
cecum was found to be in a somewhat high position and 
filled incompletely. The descending colon and pelvic 
loops were virtually not visualized due to total and 
rapid emptying of that portion of the bowel. An upper 
gastrointestinal roentgenological examination was then 
conducted, with the major finding of narrowing of the 
distal portion of the duodenal bulb consistent with adhes- 
ions or superficial contractions or spasm. On the third 
hospital day he stated that he felt better but had been 
afraid to eat anything for the past several days. Deep 
right lower abdominal tenderness was still present and 
pressure here again evoked a radiating distress diagonally 
across the upper abdomen toward the left subcostal 
region. It was felt that an adhesive fixation in the ileo- 
cecal region, not causing obstruction but interfering 
significantly with motility of the parts, was the most 
likely diagnosis. He was placed on a baby soft diet as 
a therapeutic test. The ingestion of this food caused him 
to have a recurrence of the lower abdominal crampy 
distress which was his original complaint. Operation was 
advised and accepted. 


O peration.—Under pontocaine spinal anesthesia sup- 
plemented with intravenous sodium pentothal, the abdo- 
men was opened through a relatively short primary right 
lower quadrant vertical paramedian incision. The right 
extremity of the great omentum was fused to the peri- 
toneum under the appendectomy scar. These adhesions 
were released by sharp dissection permitting the with- 
drawal of the omentum from the abdomen. Exploration 
now disclosed that the terminal ileum was angulated and 
fixed by broad peritoneal attachments to the posterior wall 
of the pelvis. Manual exploration throughout the abdo- 
men disclosed the presence of a hard roughened fixed 
mass deep in the left side of the pelvis. The laparotomy 
incision was extended downwards, and under direct vision 
this mass was recognized as an epiploic appendage on 
the medial wall of the sigmoid loop of colon involved 
in an acute inflammatory state with patchy gangrenous 
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discoloration. Digital dissection found a cleavage plane 
and the appendage was excised over a fine chromic catgut 
hemostatic stitch. The terminal ileum was released by 
cutting its avascular peritoneal fixing bands. The de- 
nuded areas were peritonealized. The abdomen was 
closed without drainage utilizing interrupted stainless 
steel sutures, No. 32, in the anterior rectus fascia. 


Pathologic Examination.—Examination was done by 
Dr. Charles E. Black. Specimen consists of an epiploic 
appendage measuring 4 by 2 by 2 centimeters. Hemor- 
rhagic areas are found throughout. Microscopic examina- 
teon: Sections of the mass of the epiploic appendage show 
masses of young granulation tissue located immediately 
beneath the peritoneal surface. Peritoneal adhesions are 
found consisting of young granulation tissue. Intense 
congestion of the venules in the fatty stroma. Generalized 
perivascular hemorrhages. Diagnosis: Acute suppurative 
inflammation of the epiploic appendage with organization. 
Localized acute suppurative peritonitis with organization. 
No evidence of tuberculosis or neoplasm. 

The postoperative recovery was quite uneventful and 
he was discharged on the fifth postoperative day. 


Summary 

1. A case of acute suppurative inflammation of 
a sigmoidal epiploic appendage has been reported. 

2. The presence of lymph nodes in the appen- 
dices epiploicae has been pointed out and their 
significance in the development of primary inflam- 
matory epiploic appendiceal disease suggested. 

3. Primary disease of the appendices epiploicae 
has been established as a serious intra-abdominal 
disease that is not rare. 

4. The necessity for clinical consideration and 
surgical recognition of this condition has been 


emphasized. 
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Good Public Helations 


From Every Level 


A little introspection will convince almost anyone that, 
since time immemorial, wherever there has existed a 
sociological grouping, a business, or a public institution, 
the element of public relations has been of prime im- 
portance. Yet large-scale organized public relations ac- 
tivity, with the exception of politics, is virtually an “in- 
vention” of the twentieth century. National publications 
and radio have made public relations big business today. 
But it has required a governmentally financed attack on 
fundamental concepts of medical practice to awaken the 
Medical Profession to both possibilities and necessity for 
affirmative participation in the field. 


Our need for sound public relations is too evident to- 
day to admit controversy, and only adequate utilization 
of possibilities remains. The cover dedication of this 
issue of THE JoURNAL, and this page, are a gesture from 
your professional organization to you. It is for you as 
practicing doctors of medicine to extend influence, by 
conduct and by persuasion, to the general public which 
is our final concern. You employ, through your state 
and national societies, a handful of trained public rela- 
tions representatives. While quite necessary in its proper 
sphere, their work alone is not enough. Good public re- 
lations efforts must emanate from every organizational 
and individual level. The county societies must establish 
and maintain sympathetic contacts with local news 
agencies and civic organizations. At the individual level, 
conduct in genuine accord with medical ethical stand- 
ards may well be.as important as persuasion, but the 
persuasive element cannot be forgotten for this reason. 
It is this individual-level persuasion, quite simple in 
theory because it resembles effecting control of a dis- 
ease communicable only on direct contact, and most im- 
portant because it reaches the greatest number of the 
public, that is so difficult of attainment. 


A full public relations effort at the individual, and 
each county, state and national Society level, is the very 
minimum that we can afford. Let us at least be sure that 
a medically sound pattern for remedying medical ills 
does not fail for lack of an adequate hearing. 


President, Michigan State Medical Society 
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Editorial 





SOCIALISM PROGRESSING 
HE PRESIDENT has announced his deter- 


mination to make a “non-political” tour of cer- 
tain parts of the United States during the coming 
months before election. He has picked out five or 
six states with strong Republican majorities (in- 
cluding Michigan), and has announced that he 
will campaign for National Health Insurance. 
Again an emergency has arisen. “About 30 per 
cent of our people cannot afford to pay for their 
own health services,” and it therefore is necessary 
for the Government to take over this function for 
ALL people in order to preserve the health of the 
people! That is the argument from the Federal 
Security Agency; but while making this observa- 
tion the Agency reports that the death rate for the 
United States in 1948 was the lowest in the history 
of the country. Also, since 1935 the percentage 
of total births delivered in hospitals has more than 
doubled, being 84.8% as of 1947. Maternal mor- 
tality has decreased to a new low. “In fact, the 
general health conditions in the United States are 
excellent, and are still improving.” This gives the 
bureaucrats a logical (?) reason for changing the 
program of health service. 


The Government now is responsible for an un- 
known number of our people, variously estimated 
from 20 to 30 million, who receive complete 
health service, and the Government is having diffi- 
culty getting more doctors on its various hospital 
staffs. If the National Health Service Program 
were adopted, the number of doctors available 
would be so inadequate that even Ewing estimates 
it would take twenty years to get the program op- 
erating. More doctors cannot be created by pass- 
ing a law! They need many years of education 
and training. 


James F. Byrnes, former Associate Justice of 
the Supreme Court, former Secretary of State, in 
a recent article in Colliers’ Magazine (March 4), 
Says: 


“If the Politicians will let the doctors alone, the 
Government will be able to continue its boasts 
about improving health conditions.” 
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COERCED 
gg -ngrempstagl TRUMAN'S Reorganization Plan 


No. 1 was opposed, and its defeat was accom- 
plished in part by concerted and almost universal 
objection from the health professions who feared 
the result of being placed under the domination 
of the Social Security Administrator. Whether 
these professional people are to be credited with 
the outcome or not, the avalanche of investigations 
of medical societies, medical service corporations 
and groups could scarcely have been a coinci- 
dence. 

The Department of Internal Revenue certainly 
should have no connection with the effort to so- 
cialize the country, or even a small part of it, the 
medical profession. It seems, however, that the 
department is making undue efforts to find dis- 
crediting information about doctors. We have 
heard of an inspector who questioned the church 
contributions claimed, went to the pastor and de- 
manded to see the contribution envelopes, only 
allowing what they showed. It is told that in- 
spectors have gone to the hospitals and secured 
lists of doctors’ patients, then have contacted those 
patients getting from them records of their pay- 
ments to their doctors for comparison with his 
reports. 

We have long believed that the department rul- 
ing prohibiting: the claim for costs of post-grad- 
uate study as a deductible charge is entirely unfair. 
The latest affront is a new order given to the re- 
porter for Washington Report on the Medical 
Sciences: “(1) AMA members who paid the $25 
assessment in 1949 should not deduct the sum, 
either as a business expense or under any other 
heading, in making out their tax returns; (2) the 
question whether the payment of AMA dues con- 
stitutes a deductible item is undecided.” If dues 
are not deductible in the case of the AMA, how 
soon will the same rule be applied to all profes- 
sional societies? And how soon to other legitimate 
expenses? 

Another coincidence: A young doctor, taking 
his hospital training for his specialty board, wrote 
to Mr. Ewing drawing attention to Ewing’s re- 
portedly having made a competence in the private 
practice of law, and asked why he be denied the 
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EDITORIAL 


same privilege of making a living in the private 
practice of his chosen profession. Promptly (by 
coincidence?) this young doctor was visited by the 
narcotics inspectors and asked for his complete 
records of narcotics used or on hand. Next, he 
received a visit from the Internal Revenue agents 
who went over his financial records. This is not 
an isolated case. 

When the Department of Justice a few years ago 
found they could not cope with notorious gang- 
sters, charges were made of violating the income 
tax laws, and these gangsters were prosecuted and 
convicted. Has the medical profession become so 
resistive to the efforts to accomplish socialization 
that the other branches of the government must be 
called upon for the final coup d’état? Are the 
doctors of medicine to be treated like the Capone 
era offenders? 


ELECTIONS 


NE OF THE great privileges of the American 

individual is that of voting for and electing 
his government officials. If we, as individuals, 
have any choice or desires in the way our gov- 
ernment is operated, we must exercise our election 
franchise. Most of us remember the sad story at 
the national election two years ago when an ad- 
ministration whom everybody thought was on 
the way out was re-elected, and the excuse given 
was that about three or four million Republicans 
failed to vote. The Executive Secretary of the 
Ohio State Medical Society, having in mind the 
fact that votes are all that count in elections, made 
a survey in an industrial area in Ohio, Summit 
County, including the City of Akron, and came 
up with these astounding figures. 


“18 per cent of the physicians of the county did not 
vote in the 1948 election—13 per cent of them were not 
even registered and therefore not eligible to vote. 

“22 per cent of the wives of physicians did not vote— 
16 per cent of them were not registered. 

“10 per cent of the members of the Rotary Club did 
not vote—3 per cent were not registered. 

“The tally on Kiwanis Club members was about the 
same. 


“18 per cent of the druggists did not vote—15 per 
cent were not registered. 


“11 per cent of the teachers did not vote—6 per cent 
were not registered. ' 


“32 per cent of the bank employes, including execu- 
tives, did not vote—26 per cent were not registered. 

“33 per cent of the ministers did not vote—26 per 
cent were not registered. 
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“34 per cent of the retail grocers did not vote—29 per 
cent were not registered. 

“Here’s one for the books: 21 per cent of the mem- 
bers of the Chamber of Commerce did not vote—15 per 
cent were not registered.” 


Do we need to say anything more regarding 
elections? We sometimes get what we deserve. If 
we are among the percentage who did not vote, 
we have no rightful complaint! 





WAR VETERANS PROVE GOOD CREDIT RISKS 


More than 1,500,000 veterans of World War II have 
made use of the Veterans Administration home loan plan 
to purchase new residences costing more than $8,500,- 
000,000, and 70,000 of these already have paid off their 
loans in full, the National Association of Home Builders ° 
reports. 

The Association said VA records showed that only 
eighteen out of every 1,000 ex-GI home buyers were be- 
hind in their monthly payments, and explained that most 
of those who have been in arrears in the past have man- 
aged to catch up on their payments. Default claims 
thus far have been paid on only three out of every 


1,000 loans.—The American Banker. 





MOTION PICTURE—A PUBLIC 
RELATIONS MEDIUM 


(Continued from Page 393) 


taining the library but investigation shows that 
these films have proven valuable aides in educa- 
tional programs. The Michigan State Medical So- 
ciety is offering the two MSMS productions to 
other state medical societies at costs proportionate 
to the number of theater patrons. The theater at- 
tendance figures used are the same as those which 
govern charges of the standard film distribution 
agencies. Full rights to all showings and credit for 
the film are given to the state medical society pur- 
chasing the film. 

The film “Lucky Junior” is now available for 
showing by or before any group in Michigan on 
16mm. film. It may be obtained by writing to the 
MSMS, Executive Office, 2020 Olds Tower, Lan- 
sing, Michigan. It is being used by other states 
in their theater circuits. The second film, “To Your 
Health” is now appearing in Michigan theaters 
and upon its completion of 400 theaters will be 
made available on 16mm. 

An extensive film library available. to the med- 
ical profession is maintained by the American 
Medical Association. Requests for AMA film list- 


- ings should be addressed to the: Committee on 


Medical Motion Pictures, American Medical As- 
sociation, 535 North Dearborn Street, Chicago 10, 
Illinois. 
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Public Relations and Michigan Medicine 


Every action has its resultant wave of effect just as a drop of water in a pool 
sends out its ripples that continue far distant from their source. 


Perhaps you will recall the “consumer move- 
ment” in America during the 1930’s. It was based 
on a public disillusionment resulting from a great 
depression. The most popular indoor sport at the 
time seems to have been writing pamphlets explain- 
ing how you, a buyer of merchandise, frequently 
were cheated through misrepresentations, notably 
in advertising. American business became alarmed 
at the prospect of restrictive laws if this avalanche 
of exaggerated attacks remained unchecked. 

Repercussions of the “consumer movement” are 
still being felt but their intensity has fallen to a 
low murmur. 

The present movement toward socialized medi- 
cine is a strong corollary of the “consumers move- 
ment.” 


Arising out of a great war disturbance has come 
a public questioning its own health and its pur- 
veyors of health care. Again the Society-of-Op- 
portunists-for-Socialism spread their propaganda 
representing that your own and your neighbors’ 
health are in a bad way due to an antiquated sys- 
tem of medical and health care. The medical pro- 
fession is alarmed at the prospect of hampering 
legislation unless the flood of wild half truths and 
gross exaggerations are slowed. 


Just as the businessman of the 30’s was aggrieved 
at the unjust assault upon his integrity so is the 
doctor of the 50s. 

The question before doctors is: In 1970 will a 
doctor, still free of galling government controls, be 
able to say, “yes we still feel the repercussions of 
that attack but their intensity has fallen to a low 
murmur’? 

Very possibly the answer to the doctors’ problem 
lies in the acquisition of the same knowledge as did 
the businessman’s—a knowledge of the practice 
and policies of good public relations. 

Let us carry the corollary further. 


When the rash of muck-raking set in on busi- 
ness, here is what was done. Businessmen learned 
how to end their silence and tell the truth in terms 
the public would accept. Secrecy had caused 
suspicion and telling the truth created confidence. 
Those policies which proved to be public irritants 
were detected and changes made. The areas of 
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agreement between business and the public were 
found and used to build good will and progress. 

Business has come a long way in Public Rela- 
tions: Medicine has a long way to go. 

The Public Relations problem facing medicine 
today is twofold in nature. The most immediate 
problem is to convince the people of the truth 
that greatest health for them can be gained and 
kept under the voluntary American system of 
health protection and care rather than under a 
compulsory socialized plan. The second objective 
is to create and maintain public confidence in the 
medical profession as one of the most friendly, 
effective, available and economical bulwarks against 
the hazards of illness. 

The first problem is one of pressing urgency. 
The spotlight of public attention has ripped aside 
any privacy in which doctors have labored. And 
because the spotlight is manned by those who seek 
flaws, its focusing emphasizes the weak spots. 

The answer is not to attempt to dim the spot- 
light nor to cover the errors. Such action merely 
challenges the imagination of the public. Instead 
the way to eliminate the spotlight’s effect is to 
floodlight the entire scene and to sincerely and 
obviously rectify any weaknesses that exist. 

That is protection but it is not enough. In addi- 
tion we must also truthfully floodlight the socializ- 
ers’ proposals so that the people may compare. 
Comparison proves! 

We are doing these things in Michigan. 

It has been a policy of the Michigan State 
Medical Society to seek out the shortcomings of 
the medical services and health protections in 
Michigan and then do something about them. Wit- 
ness the surveys, the “twenty-seven Michigan 
Firsts,” the surge of sustained well-organized 
health activity that is second to none. ‘Total the 
results and you have a complete pattern of volun- 
tary functioning medical and health services. 

There are flaws—yes! There are gaps in com- 
plete, perfect service to all persons—yes! Utopia 
has not been reached—and it won’t be. But there 
is in Michigan’s pattern, a project or plan in being, 
activated and supported, to meet every major 
need that exists. Progress toward the ultimate is 
being made. 
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PUBLIC RELATIONS AND MICHIGAN MEDICINE 


When will the task. be completed? Never. But 
a measure of success will be gained when it is un- 
derstood that the task cannot be completed. The 
floodlights of information have been turned on, 
and they must remain on, for the public is not a 
static captive audience; rather, it is a constantly 
changing parade. Interestingly enough you can 
turn Public Relations activity on—but you can’t 
turn it off. Every action has its resultant wave of 
effect just as a drop of water in a pool sends out 
its ripples that continue far distant from their 
source. As long as there is any action, there will 
be public relations effects—the only question is 
whether those effects are good or bad. The ac- 
tion’s effects can be increased in intensity but they 
can’t be stopped. 

With traditional reticence the Michigan State 
Medical Society has felt its way cautiously into 
the Public Relations field. It has not dramatized 
sufficiently the great progress of medicine. Yet, 
even so, it has been far more advanced in this 
respect than has the great majority of other medi- 
cal organizations. ! 

Much has been done. By the judicious use of all 
likely communication media a program of public 
education has reached millions of persons in Michi- 
gan. Cooperation has been gained with special 
publics and other professions. The truth is being 
told, irritants eliminated, and a great ground swell 
is arising against socialism and socialized medicine 
in the United States. 

This phase will pass. The question of socialized 
medicine will become resolved. We will either 
have it in toto—a major portion of it—or the 
present system will remain in effect. In any case 
socialized medicine as an entity in itself must soon- 
er or later become a theoretical question rather than 
a practical issue. 


Regardless of the outcome of the present strug- 
gle to keep medicine free of government compul- 
sions, responsibility for good public relations will 
still rest upon the medical profession. Every phase 
of medicine is directly tied to public relations. The 
service of any doctor is increased or decreased in 
proportion to the confidence of a “public” in him 
—be that public but a single person or a nation. 


Consequently, the second objective—to create 
and maintain public confidence in the medical pro- 


fession as one of the most friendly, effective, avail- _ 


able and economical bulwarks against the hazards 
of illness—is of major importance to every prac- 
titioner of medicine. 


Aprit, 1950 


The first line of action in this respect is the de- 
velopment by every doctor of an attitude toward 
the public that is acceptable to the public. 


That attitude, activated, becomes policy that 
can only result in high public service. As the 
Public Relations Committee continues its pro- 
gram of public enlightenment it will undoubtedly 
continue also to serve as a mirror to the medical 
profession of what the public thinks of doctors 
and what it wants from them. Only by doing so 
will it exercise its true function. 


Below is a short subjective outline of the Public 
Relations Program of the Michigan State Medical 
Society: 


SHORT RANGE PUBLIC RELATIONS PROGRAM 


(A campaign based on the idea of furthering the basic 
Public Relations Program but with the immediate ob- 
jective of halting socialism) 


1. “Co-operation with the American people” campaign 


2. Use of communication media for public education 


LONG RANGE PUBLIC RELATIONS PROGRAM 


(A planned continuing effort based on sound public 
relations practice and high public service) 


1. Measurement of public opinion and medical services 
rendered 
(a) Self-scrutiny 
(b) Surveys 


2. Active cooperation with all legitimate health 
agencies 
(a) Private 
(b) Governmental 


3. Active cooperation with all publics interested in 

health 

(a) Michigan Health Council and Community 
Health Councils 

(b) Michigan Rural Health Conference and Co- 
sponsors 

(c) Michigan Industrial Health Conference 

(d) Other organizations 


4. Support to general health programs 
(a) Immunization 
(b) Disease control 
(c) Diagnostic and consultation programs 
(d) Other methods 


5. Public informational program 
(a) Comrmaunication media 
(b) Educational institutions 


6. Intra-organizational advancement 
(a) Progressive activity 
(b) Continuing education 
(c) Code of ethics 
(d) Mediation Boards 
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Michigan’s Department of Health 


Albert E. Heustis, M.D., Commissioner 





Michigan needs at least 360 more public health 
nurses to meet recommended minimum standards of one 
public health nurse for each 5,000 people. 

The state now has an average of one public health 
nurse to serve 7,000 people but the distribution is very 
Five counties in the state have no full-time 
nurses employed by any agency for public health work 
and two other counties have no county-wide service. In 
a few areas of the state, there is one public health nurse 


for each 3,000 to 4,000 people, but in others there is 
one nurse for 20,000 to 40,000 people. 


On January 1, 1950, there were 879 full-time nurses 
employed by all types of agencies for public health work 
in Michigan. This was an increase of 23 over the pre- 
vious year, and the largest number of any year since 
1943 when there were 889 public health nurses em- 
ployed in the state. 

Public health agencies have not yet found it possible 
to make up for loss of nurses during the war. In Janu- 
ary, 1940, there were 994 public health nurses in Michi- 
gan; in 1941 there were 976; and in 1942 there were 
974. Budgeted positions have increased while applicants 
have decreased. There were about 40 unfilled nursing 
positions in county and district health departments at 
all times during 1949. 


The percentage of nurses employed for public health 
work who have completed at least a year of approved 


study in public health nursing has declined slightly since 
1941. Nurses with a year of public health training 
comprised 53 per cent of the total in 1941; about 52 
per cent in 1949 and 51 per cent in 1950. The percent- 
age of those with no public health training has doubled 
since 1941—from 11 per cent to 22 per cent. 


uneven. 


The Section of Nursing, the Michigan Nursing Center 
Association and other professional nursing groups in the 


state are carrying on programs of recruiting and train- 
ing designed to improve Michigan’s public health nurse 
situation. 


* * * 


The California Department of Health has reprinted in 
the February 15 issue of its bulletin California’s Health, 
the article on “The Hillsdale Plan in Action” by Arthur 
Strom, M.D., of Hillsdale, Michigan, which appeared in 
the November issue of Michigan Public Health. As a 
result of the reprinting the California State Department 
of Public Health has received many requests for help in 
instituting this plan in local communities in California. 
Previously copies of the Michigan publication had been 
requested by the California Department for its state 
leaders in the movement for cancer control. 


* * # 
Vergil Slee, M.D., Director of the Barry County 
Health Department and Secretary of the Michigan 


Health Officers Association, has been named program 
chairman for the 30th annual Michigan Public Health 
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Conference to be held in Grand Rapids November 29 
to December 1. 

Hugh Robins, M.D., has been named representative 
of the Michigan Public Health Association on the Gov- 
erning Council of the American Public Health Asso- 
ciation. 

* * * 

In an effort to meet the rapidly increasing demands 
from local communities for assistance in hearing con- 
servation programs, the Department has employed two 
hearing technicians on a temporary basis. They are Don- 
ald Markle, who recently received a Master’s Degree 
from Wayne University, and Geraldine Purcell, who was 
recently graduated from Michigan State College. 

* *& # 


The discovery in infant diarrhea outbreaks in south- 
ern England of unusual coli 0-111 organisms, the type 
isolated in Michigan’s recent outbreaks, brought to the 
Michigan Department of Health, Dr. Joan Taylor, infant 
diarrhea expert of England’s National Salmonella Center. 

Dr. Taylor, one of the discoverers of the organism in 
the English outbreaks, came here to confer with Dr. 
William Ferguson, Coordinating Bacteriologist of the De- 
partment who isolated the organism in Michigan. Dr. 
Taylor also studied the Salmonella laboratories of the 


Department. 
* * * 


Conclusive evidence on the effect of fluoridation of 
municipal water supplies in the prevention of dental 
caries will be available in about two years time from a 
study which is being made of the dental health of chil- 
dren in Grand Rapids, which has fluoridated its water 
supply, and Muskegon, a control city. The first of two 
1950 saliva checks of children in the two cities was re- 
cently completed by the Section of Dentistry, the Uni- 
versity of Michigan and the National Institute for Den- 
tal Health. The study has been under way for the past 
five years. 

* * * 

The Michigan Department of Health Laboratories 
has received a request from Queen’s University, Kings- 
ton, Ontario, for detailed information on how this de- 
partment tests water supplies for nitrate contamination 
which might cause methemoglobinemia in infants. 

* * # 

The new birth certificates require for the first time, 
the name of the informant. 

The Michigan Department of Health requests that 
each physician makes sure that this item is included on 
each birth certificate. Because this is the first time the 
information has been required, it is being overlooked in 
some cases. 

ee 

National Mental Health Week is being observed in 

Michigan April 23 to 29 under the sponsorship of the 


(Continued on Page 468) 
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ngs- 
de- Extensive mucosal destruction . 

—_ and ulceration from chronic ln COLITIS MANAGEMENT—In the constipation of spastic, atonic 
ulcerative colitis with only a 
few inflammatory polyps. 
me, is of proved value. 


METAMUCIL® provides a bland, soft bulk with a 


and even ulcerative colitis,{the smoothage action of METAMUCIL 










that 

on DHARMACY l= . ee . . . . 

ae cnthid ay tendency to incorporate irritating particles with the fecal residue 
| in iasy and is thus a valuable adjunct in correcting the constipation and 

minimizing irritation of the inflamed mucosa. METAMUCIL is 

in 9 “ A a L E the highly refined mucilloid of a seed-.of the psyllium group, 

the Plantago ovata (50%), combined with dextrose (50%). 
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injection solution 


HY FLAVIN (envo) 


(methylol riboflavin) 


The development of this new highly-sol- 
uble riboflavin compound permits the 
preparation of a concentrated solution 
without requiring the use of undesirable 
solvents. Hyflavin injection is ready for 
immediate administration by withdrawal 
directly into the syringe. This obviates the 
inconvenience of preparing a riboflavin 
injection solution from the dry powder. 
Hyflavin is used where rapid replacement 
of riboflavin is indicated or where there is 
interference with its intake, absorption or 


utilization. 


Supplied: 10 mg. riboflavin per cc., 1 cc. 


ampules and 10 cc. multiple-dose vials. 


THE G. A. INGRAM COMPANY 


4444 Woodward Avenue, Detroit 1, Michigan 
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(Continued from, Page 4646), 

Michigan Society for Mental Health with the co-opera- 
tion of the Michigan Department of Mental Health. 

Theme for the week. is ‘“Mental Health is the Key to 
Effective Living. There is Something Everyone Can Do 
About Mental Health.” The objective of the week is 
chiefly educational. Two pamphlets, “For Mental 
Health” and “The National Mental Health Act and Your 
Community,” prepared for lay people are available 
without charge from the National Institute of Mental 
Health, 1100 Chester Avenue, Cleveland 14, Ohio. 


* + 


Hulda Stettler, a nutrition consultant with the Michi- 
gan Department of Health for the past six years, re- 
signed effective March 10 to return to her native state, 
Wisconsin. Miss Stettler provided nutrition consultant 
services to local health departments, institutions, schools, 
welfare and other agencies in the western part of the 


state. 
* * * 


Two new film strips of interest to physicians have 
been added to the Film Loan Library of the Michigan 
Department of Health. 

“Enemy in our Midst” is a fifteen-minute sound, 35 
mm. film strip released by the Zurich Accident Insurance 
Company, which deals with cancer, the importance of 
early diagnosis and treatment and the advisability of 
periodic physical examination, for adult groups. 

“Internal Triangle” is a 50-frame silent, color 35 mm. 
film strip released by the National Film Board of Can- 
ada which deals with basic foods in the three daily meals 


for all age groups. 
— oe *# 


The Michigan Department of Health gives a fifteen- 
minute broadcast on subjects related to public health 
over radio station WKAR, East Lansing, at 10:30 a.m. 
Tuesdays. 

* * # 

David Winterstein, formerly with Ingham County 
Sanatorium, joined the Department March 1 as an x-ray 
technician with the mobile units of the Division of Tu- 
berculosis and Venereal Disease Control. 

* * # 


The Commissioner’s Conference of Michigan’s direc- 
tors of local full-time health departments resulted in 
fifty-four recommendations to the State Health Commis- 
sioner pertaining to various phases of public health ac- 
tivities in the state. 

These, recommendations, approved by the forty-ninth 
health officers who participated in the conference called 
by the Commissioner, are being given consideration and 
wherever feasible and practicable, are being incorporated 
in the planning of the public health program of the 
state. 

* . * 

Visitors from seven foreign countries observed or stud- 
ied in the Michigan Department of Health during Feb- 
ruary. 

They included Juan Moroder, M.D., Director of the 
School of Public Health, Santa Fe, Argentina; Chryssa 


(Continued on Page 470) 
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1900 + PELTON’S GOLDEN JUBILEE + 1950 








SIMPLICITY OF INSTALLATION ... 
EASE OF OPERATION 


are two of the outstanding features of this large 


Pelton Self-Contained Autoclave 


Eliminating the need for costly installation, this unit, 
finished in lustrous chrome and embracing the latest 
developments for automatic operation, provides ample 
capacity for multiple offices, clinics and small hospitals. 
Inside chamber dimensions: 12” by 22”; overall, 33” deep, 
20” wide, 60” high on tubular stand. Operates on 220 AC. 


Ask your dealer now for details of Pelton 
LV Autoclave, or write for literature. 


PELTON 


THE PELTON & CRANE CO., DETROIT 2, MICHIGAN 





Aprit, 1950 
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Say you saw it in the Journal of the Michigan State Medical Society 








MICHIGAN’S DEPARTMENT OF HEALTH 





Electrosurgical Unit 


...@ MODERN LOW-COST SUR- 
GICAL UNIT for all minor and 
various major surgery. 


The Birtcher BLENDTOME is a surpris- 
ingly practical unit for office surgery. 
With this lightweight unit, you have a// 
the electrosurgical procedures of major 
units— electro excision, desiccation, ful- 
guration and coagulation. While not 
meant to be compared to a large hos- 
pital unit, the BLENDTOME has been 
successfully used in many TUR cases. 
Such facility indicates the brilliant per- 
formance of the BLENDTOME. 


ALL 4 BASIC SURGICAL CURRENTS 

1. Tube Generated Cutting Current. 

2. Spark-Gap Generated Coagulation Current. 

3. A controlled mixed blend of both above 
currents on selection. 

4. Mono-polar Oudin Desiccation-Fulguration 

Current. 


































Never before has a surgical unit of 
such performance been offered at 
the low price of the Blendtome. 





Write “Blendtome Folder” on your 
So blank or clip your letter 

ead to this advertisement. Reprint of 
electrosurgical technic mailed free on 
request. Please indicate your specialty. 


THE BIRTCHER CORPORATION 
Los Angeles 32, Calif. 


"i= 


5087 Huntington Drive 


Blendtome Dealers 
The J. F. Hartz Company, Detroit—The G. A. 
Ingram Co., Detroit—Medical Arts Surgical 
Supply Co., Grand Rapids—Noble-Blackmer, 
Inc., Jackson—The Quarry, Inc., Ann Arbor— 
Randolph Surgical Supply Co., Detroit 
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(Continued from Page 468) 


Kritikos, M.D., from a privately owned laboratory in 
Athens, Greece; Isamu Nagai, M.D., of the National 
Institute of Health, Tokyo, Japan; Osama Kaihara, 
Chief, National Rural Police, Tokyo, Japan; Hidenori 
Nakahara, Professor in Police College, Tokyo, Japan; 
Doom Bunnag of the Division of Laboratories, Depart- 
ment of Medical Sciences, Bangkok, Thailand; M. C. 
Lee, M.D., of Hsiang-Ya Medical College, Changsha, 
China; Kenneth MacLeod of the Canadian Department 
of Health, Prince Edward Island, Canada; and H. A. 
Ylagan, of United States Public Health Service, Calapan, 
Mindora, Philippine Islands. 


SCALP TRACTION 


(Continued from Page 426) 


biotics were discontinued on the third postpartum day, 


and the patient was discharged on the fifth postpartum 
day. 


Discussion 


The danger associated with hydrocephalus with 
cephalic presentation lies in its non-recognition and 
with the possibility of rupture of the markedly 
thinned out lower uterine segment associated with 
the obstructed labor. Puncture of the head early in 
labor should allow the cervix to be taken up and 
dilatation to occur more readily than would be 
the case if the actual disproportion due to the 
hydrocephalus were left untreated. The flabby 
head after puncture offers a poor dilating wedge 
for the cervix. The application of a Willits clamp 
(a four-toothed tenaculum would do as well) with 
gentle traction applied in the routine manner im- 
proves this situation and serves to stimulate better 
contractions. Delivery is effected when there is 
sufficient dilatation. 


A procedure has been described which may be 
carried out in Catholic hospitals, with the excep- 
tion, of course, of the use of the cranioclast. 





t the request of some of our friends we 
are installing the latest Sanborn Elec- 
trocardiograph Machine. 


The results will be interpreted by a well 
known heart specialist. 


Call or Write 
Physicians’ Service 
Laboratory 


Reg. No. 26 - 
610 Kales Bldg. Detroit 26, Mich. 
WoOodward 1-7940 
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from head to toe 


CEREVIM-fed children showed greater 
clinical improvement, in the following 
nutrition-influenced categories, than 
children fed on ordinary unfortified 
cereal or no cereal at all:! 


hair lustre 

recession of corneal invasion 
retardation of cavities 

condition of gums 

condition of teeth 

skin color 

skeletal maturity 

skeletal mineralization 

*blood plasma vitamin A increase 
*blood plasma vitamin C increase 
subcutaneous tissues 
dermatologic state 

urinary riboflavin output 





musculature 
plantar contact 


Here’s why: CEREVIM is not just a cereal. 


Much more: CEREVIM provides 8 natural 
foods: whole wheat meal, oatmeal, milk 
protein, wheat germ, corn meal, barley, 
Brewers’ dried yeast and malt — PLUS 
added vitamins and minerals. 


CEREVIM 


CEREALS+VITAMINS+MINERALS _ 


1. ‘A Study of Enriched Cereal in Child Feeding’’ Urbach, 
C.; Mack, P. B., and Stokes, Jr., J: Pediatrics 1:70, 1948. 





*Cerevim contains neither vitamin A nor C but possibly 
exercises an A-and-C sparing effect attributed to its 
high content of protein and major B vitamins. 






SIMILAC DIVISION 
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COMMUNICATIONS 









































SURGICAL CORSETS 
SPINAL BRACES 
ARTIFICIAL LIMBS 
LEG BRACES 


Prescription Work 
a Specialty 


D. R. COON 


COMPANY 
4200 WOODWARD AVE. 


CORNER OF WILLIS 
TEMPLE 1-5103 


DETROIT 1, MICH. 
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Say you saw it in the Journal of the Michigan State Medical Society 


Communications 











March 6, 1950 
L. Fernald Foster, M.D. 
Secretary, Michigan State Medical Society 
2020 Olds Tower 
Lansing 8, Michigan 
Dear Doctor Foster: 


You have asked me to discuss briefly the Iegal and 
ethical implications arising from disclosure of profes- 
sional information by a physician. 


The subject has two facets which are often not dis- 
tinguished, but which in light of your inquiry must be 
separately considered. 


The first is related to disclosures made on the witness 
stand and is prohibited by what is commonly referred to 
as the rule of privileged communications. It is essentially 
a rule of evidence. Often criticized by scholars, this 
rule is in derogation of common law and finds its au- 
thority solely in statute. The second facet has to do with 
sanctions against the disclosures of professional informa- 
tion by physicians elsewhere than on the witness stand. 
The law relating to such disclosures is not one of evi- 
dence but of substantive law. 


A well known legal authority summarizes the law con- 
cerning disclosures of professional information in both 
circumstances as follows: 


“It is usually necessary for the patient to communi- 
cate to his physician all information having any bearing 
on his malady or injury, to enable the physician to ad- 
minister the most helpful and efficacious treatment, and 
this frequently calls for the communication of informa- 
tion which would be both embarrassing and harmful to 
the patient if given general circulation. In recognition of 
this fact, statutes have been enacted throughout the 
states protecting the patient from compulsory disclosure 
of confidential communications between patient and phy- 
sician in judicial proceedings, except where the patient 
consents thereto or waives the privilege. And it seems 
that a physician can be held answerable in damages to his. 
patient for injuries resulting to the latter from a wrong-. 
ful disclosure on the witness stand of confidential infor-. 
mation. But a physician is not liable for disclosing on 
the witness stand information gained while in profes-. 
sional attendance on a patient if the testimony was ad- 
missible in the case in which it was given and was rele- 
vant and pertinent to the issues, or if it was admitted by 
the court over objections made to its admissibility; and a 
complaint against a physician for damages for wrongful’ 
disclosure of confidential communications on the witness. 
stand must negative all these conditions. 


“As a general rule, a physician is equally liable to his. 
patient for disclosure of professional secrets to third per- 
sons elsewhere than on the witness stand. But this rule is. 
qualified by a physician’s duty to the public in certain. 
circumstances, as where the patient is afflicted with a 
dangerous infectious or highly contagious disease, in. 
which case it may be the physician’s duty to disclose its. 
existence to the public health officers or authorities, or 
even to particular individuals who are intimately exposed ' 
to the danger of the contagion and who are in ignorance 
of the nature of the affliction. In such cases, the physi- - 
cian is not liable in damages to his patient if he has rea- 


(Continued on Page 474) 
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sonable grounds for his diagnosis, and acts without mal- ) 
ice and in good faith to prevent spread of the disease or 
to protect the individuals from it.” 


41 AM JUR 196-197 


The Michigan statute prohibiting physicians from 
testifying as to professional secrets reads as follows: 





“No person duly authorized to practice medicine 
or surgery shall be allowed to disclose any information 
which he may have acquired in attending any patient in 





















































his professional character, and which information was 
necessary to enable him to prescribe for such patient as H' 
The importance of selecting a physician, or to do any act for him as a surgeon. * * *” a 
; The purpose of the foregoing provision is, of course, _ 
: : yes 
f the proper source of infra-red solely to enable persons to secure proper medical aid gan 
| is demonstrated in a recent study.* without fear of betrayal of confidence. Although this 32,4 
t statute is clear and specific, the patient’s privilege thus vol 
granted extends only as the terms of this statute reason- tors’ 
A comparison of the tissue- ably construed apply. However, this privilege must be (Bh 
heating effectiveness of the carbo- recognized whether asserted in a court of record or even sag 
, d before the hearing board of an insurance order. We shall nay 
rundum type element an : not endeavor to discuss its application to various situa- T 
the light bulb source showed tions because your inquiry is more exactly concerned that 
209 team the Sellowing: with disclosures made out of court. prot 
e : 
The Michigan Medical Practice Act provides, inter B 
TEMPERATURE RISE OVER CONTROL AFTER alia, as follows: = 
ONE MINUTE OF HEATING spot 
TEMPERATURE RISE. DEGREES C “The board of registration of medicine may refuse to and 
. < issue or continue a certificate of registration or license Shi 
SOURCE ENERGY** provided for in this section, to any person guilty of te 
grossly unprofessional and dishonest conduct. The words gu 
i Carborundum Type 2.18 ‘unprofessional and dishonest conduct,’ as used in this 
; sr The wil- 
2 Bulb Type 2.20 act, are hereby declared to mean (c) 
yP fully betraying of a professional secret * * *. — 
“It shall be a misdemeanor for any person to be guilty 
in - iit: ie: Sa of ‘unprofessional and dishonest conduct’ as defined in 
taneous (5Mm. (10Mm. (15 Mm. this act. Any person who has been issued a certificate 
Skin Tissue depth) depth) _— depth) of registration or license under this act, and who shall 
be charged with the commission of such misdemeanor, 
1 7.35 | 440 | 3.10 | 0.80 | 0.25 shall be tried in a court of competent criminal jurisdic- 
tion, and upon conviction thereof shall be fined for 
2 5.35 | 4.00 | 2.40 | 0.70 | 0.21 each offense not to exceed two hundred and fifty (250) 
**Radiant flux density at skin surface. dollars, or shall be imprisoned in the county jail not to 


exceed three (3) months, or may be both fined and im- 
prisoned, in the discretion of the court. The creation of 


. . . the carborundum type heater produces 


a much greater rise of cutaneous temperature such misdemeanor by this act shall not be construed to 
and a slightly but yet significantly greater rise supersede any existing remedy or punishment, whether 
“s civil or criminal, for any act embraced within the pro- 
of muscle temperature. . . visions of this act, but shall be construed to be in addi- 
A tion thereto. 
e vat <a 


“The board of registration in medicine may, upon the 
filing with it of a duly certified copy of a final conviction 





obtained in accordance with the provisions of this act, 
revoke or suspend for a limited period, not less than six 
(6) months, the certificate or license of the person to so 4 
convicted.” 
Infra-Red Lamps acres 
— with the famous Burdick Carborundum Element M.S.A. 14.533 


——2 sich esusce 06 inien-eed. It is to be noted that wilfully betraying a professional 


‘ i nly ma misdemeanor, punishable by fine 
*Arch. Physical Medicine, 30 :691-99 (November) "49. antes * net waed de . »P Q ff 

. and imprisonment, but is ground for refusing to continue 
a doctor’s certificate of registration as well as for the 
revocation or suspension of his license. 


THE G. A. INGRAM COMPANY Aside from the statutory prohibition and penalties 


roe above cited, courts have recognized a right of action on 
4444 Woodward Avenue, Detroit 1, Michigan part of the patient based on the violation of professional 
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confidence by unauthorized disclosures, in at least three 
reported cases. 


“In Simonsen v. Swenson (Neb.) 177 N.W. 831, the 
defendant physician had examined the plaintiff, and 
finding him to be afflicted with a highly contagious ve- 
nereal disease, requested him to leave the boardinghouse 
where he was living. Later finding the plaintiff still there, 
the physician informed the proprietor of the nature of the 
disease. The plaintiff was forced to leave the boarding 
house, although, in fact, he was not suffering with the 
disease diagnosed by the physician. The patient sued the 
physician for breach of the duty of secrecy. It was held 
that the plaintiff could not recover because under the 
circumstances, the occasion was privileged. The court 
said that the information given to a physician by his 
patient, though confidential, must be given and received 
subject to the qualification that if the patient’s disease is 
found to be of a dangerous and of so highly contagious 
or infectious a nature that it would necessarily be trans- 
mitted to others unless the danger of contagion is dis- 
closed to them, then the physician should, in the event 
that no other means of protection is possible, be privi- 
leged to make so much of a disclosure to such persons 
as is necessary to prevent the spread of the disease. A 
disclosure in such case would not be a betrayal of the 
confidence of the patient, the physician acting in good 
faith without malice, even though the physician is mis- 
taken in diagnosis.” 


“In Smith v. Driscoll, et al. (Wash.) 162 Pac. 572, 
there was an allegation of wrongful publication and dis- 
closure of confidential information acquired by the de- 
fendants in their professional capacity. The court said 
that it was unnecessary to pursue at length the inquiry 
of whether a cause of action lies in favor of a patient 


against a physician for wrongfully divulging confidential 
communications, but that, for the purposes of what the 
court would say, it would be presumed that, for so pal- 
pable a wrong, the law provides a remedy.” 

“And the ‘wilful betraying of a professional secret,’ 
declared by statute to be unprofessional conduct au- 
thorizing revocation of a physician’s license, has been 
held not to embrace a harmless disclosure which he may 
make, such as was contained in confidential letters to his 
former office girl with reference to certain female pa- 
tients, to one of whom he had given general informa- 
tion about sex matters, with which she appeared to be 
unfamiliar, and others of whom had had ordinary opera- 
tions, including a child delivery. McPheeters v. Medical 
Examiners (1930) 103 Cal. App. 297, 284 Pac. 938.” 


In addition to the applicable rules of law, there are 
well established ethical considerations bearing’ on the 
subject. The oath of Hippocrates, which has been the 
recognized guide of the medical profession for almost 
2400 years, contains the following avowal: 


“Whatever in connection with my professional practice, 
or not in connection with it, I see or hear, in the life of 
men, which ought not to be spoken of abroad, I will not 
divulge as reckoning that all such should be kept secret.” 


The Principles of Medical Ethics adopted by the 
American Medical Association provide, inter alia, as fol- 
lows: 


“CHAPTER II, Section 1.—Patience and delicacy 
should characterize all the acts of a physician, The 
confidences concerning individual or domestic life en- 
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A LITTLE POWDER 


ACETONE TEST 


-, For the rapid detection of Acetone in urine or in blood 
= plasma. 


(DENCO) 
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A LITTLE URINE 


COLOR REACTION IMMEDIATELY 


Bibliography 


Galatest and Acetone Test (Denco) . . . Spot Tests that require no 
special laboratory equipment, liquid reagents, or external sources of 
heat. One or two drops of the specimen to be tested are dropped 
upon a little of the powder and a color reaction occurs immediately 
if acetone or reducing sugar is present. False positive reactions do 
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FISCHER"Spacesaver 30” 


Radiographic-Fluoroscopic Unit 


and Examining Table 


In MINIMUM SPACE and at MINIMUM COST this splendid unit pro- 
vides not only an examining table but a 30-milliampere, many-pur- 
pose x-ray plant. With MINIMUM EFFORT on the part of the operator 
a change may be made from horizontal radiography to horizontal 
fluoroscopy, or vice versa, without moving the patient from the table. 
The change from vertical fluoroscopic to vertical radiographic posi- 
tions is equally easy. 

Low in price with many Extra Value features. 


121 steps of kilovoltage regulation, making possible the universally 
valuable thickness-of-part technic for the most accurate radiographic 


A standard Bucky diaphragm may be used, or, where extreme economy 
dictates, a stationary grid may be used. 


Exposure timing done by x-ray timer, not by less accurate Bucky 
timing mechanism. 


A full size 12” x 16” Patterson Type B-2 Fluoroscopic Screen supplied 
AT NO EXTRA CHARGE. 


Neon-lighted foot switch for easy location in darkened room during 


fluoroscopy. 


Absolute safety for patient and operator. 


“Spacesaver” available also in 250-, 100-, and 50-milliampere models, 
all with remote control. 


Produced by the holder of a series of Army-Navy awards unequalled by any other 
manufacturer of x-ray equipment—The ‘‘E”’ Flag with three stars plus the U. S. 
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trusted by a patient to a physician and the defects of 
disposition or flaws of character observed in patients 
during medical attendance should be held as a trust 
and should never be revealed except when imperatively 
required by the laws of the state. There are occasions, 
however, when a physician must determine whether or 
not his duty to society requires him to take definite ac- 
tion to protect a healthy individual from becoming in- 
fected, because the physician has knowledge, obtained 
through the confidences entrusted to him as a physician, 
of a communicable disease to which the healthy individ- 
ual is about to be exposed. In such a case, the physician 
should act as he would desire another to act toward one 
of his own family under like circumstances. Before he 
determines his course, the physician should know ~ the 
civil law of his commonwealth concerning privileged com- 
munications. 


What information obtained in the course of profes- 
sional relationship ought to be regarded as the subject 
of inviolable confidence, particularly in situations out of 
court, where there is no judge to pass upon the propriety 
of disclosures, must necessarily be determined by the 
professional] sense and delicacy of the individual doctor. 
However, in light of the well established legal and ethical 
prohibitions, all cases of doubt should be resolved against 
unauthorized disclosures. 

Very truly yours, 
J. JoserpH HERBERT 
MSMS General Counsel 
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Navy Certificate of Achievement—all for outstanding services rendered. 


M. C. HUNT 


868 Maccabees Bldg., Detroit 2, Mich. 
Distributor for 


H. G. FISCHER & CO. 


The following letter is in response to one asking the 
attstude of the State Health Commission on the subject 
of Socialized medicine. 


Lansing, Michigan 
November 15, 1949 


i | 2 ORES a Nee a kere Pe Peake or ee 
R.R. #1 

sstiientesliiieacatsneiis , Michigan 
WERE CRBs. scents : 


I was pleased to receive your letter of November 12 
and your comment on the talk I gave at the Farm Bureau 
Convention. I would like to point out again that a 
health department represents the most effective and ef- 
ficient way of doing certain things to better the health 
of the community. Every person in Michigan has a need 
for and right to expect the services of a trained medical 
health officer, a public health nurse, and a sanitary en- 
gineer or sanitarian. The work performed by the mem- 
bers of the health department’s staff, under the direction 
of the health officer, has been endorsed by many national 
groups including the Farm Bureau, the Grange, various 
labor organizations, the National Congress of Parents and 
Teachers, and also the American Medical Association. 

In reply to the specific question you raised, I would 
like to point out the following ways in which health de- 
partments are of value in eliminating the need for a 
program of compulsory medical care: 
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1. The health officer and his staff, by making a 
study of the causes of death in the community, the causes 
of major illness, and other health problems peculiar to 
the area, point out the need for action programs that 
will cope with these problems and thus improve the 
health of the community. 

2. By sitting down and conferring with representa- 
tives of the schools, parent groups, medical and dental 
organizations, and voluntary agencies, programs are set 
up to improve the health of pre-school and school age 
children. In this way many of the defects that propo- 
nents of socialized medicine point to when they argue 
for the need for their program can be discovered and 
corrected, thus removing a major argument for compul- 
sory medical care programs. 

3. In similar fashion, health departments have stim- 
ulated communities to improve the sanitation of their 
environment by getting a good water supply, proper 
sewage disposal, a clean and safe milk supply, and good 
food handling establishments. 

4. The health officers and his staff, by working co- 
operatively with the medical, dental, and hospital per- 
sonnel in the community, act to make possible the best 
use of the available resources of the community for the 
betterment of the health of all the people. Many com- 
munities have organized for action against such problems 
of adult health as cancer and diabetes. 


In closing, I would point out that public health work- 
ers recognize that we, as individuals, have a fundamental 
responsibility for our own health. Thus, the aim of pub- 
lic health has been to work with individuals and with 
groups of individuals for the betterment of the health of 
the community. Even free medical care will not auto- 
matically improve the health of the community unless 
individuals recognize their health needs. Health depart- 
ment workers, through their educational program, help 
to make individuals aware of their health needs and also 


to provide means of securing assistance when necessary. 

As I said at the Farm Bureau Convention one week ago, 

every effort should be made to solve the community’s 

health problems democratically before considering as 

drastic and expensive an undertaking as so-called so- 

cialized medicine. We believe that a county health de- 

partment can play an important part in eliminating the 
need for this program. 

Yours truly, 

ALBERT E. Heustis, M.D. 

Commissioner 

Michigan Department of Health 





Lansing, Michigan 
March 8, 1950 
Wilfrid Haughey, M.D., Editor 
Michigan State Medical Society Journal 
Battle Creek, Michigan 


Dear Mr. Haughey: 


Our Division of Industrjal Health has recently in- 
formed me that a new insecticide, Parathion, is going to 
be used in increasing quantities during the coming year. 
Parathion is a highly toxic nerve poison causing stimula- 
tion of the parasympathetic nervous system and was re- 
sponsible for several deaths as well as many near fatal- 
ities during its limited use last year. 

In co-operation with Michigan State College, we have 
been carrying out an extensive educational program di- 
rected to the safe use of the material. We believe it is 
important at this time to acquaint the physicians of the 
state with the toxicity of Parathion as well as with the 
specific antidote required in the treatment of the acute 


Rexair traps 


Household Dust in Water 


WASHES AIR, HUMIDIFIES, VAPORIZES, DOES ALL 
VACUUM CLEANING WORK, AND EVEN SCRUBS FLOORS! 


Water is the secret of Rexair's dust-filtering action. Rexair—and only 
Rexair—passes the stream of dust-filled air completely through a 


churning bath of water, discharging clean, humidified air into the 

room. Rexair direct factory sales and service branches are listed in 

phone books of principal cities of United States and Canada. Call 

<< m } % your local branch or write direct to: 


EXTRACTS AND « 


TRAPS DUST 


REXAIR DIVISION, wemnentiete Corporation 
Box 964 MF4 


TOLEDO, OHIO 


> EXCLUSIVE WITH Rexair 
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poisoning. Enclosed for your information is a copy of a 
circular prepared by the American Cyanamid Company, 
the largest producer of Parathion. Similar information is 
also being sent to the editors of the county medical 
society bulletins. 

Sincerely, 


AuBeErT E. Heustis, M.D. 
Commissioner 


NOTE TO PHYSICIANS 


Parathion inactivates the cholinesterase enzymes of the 
blood and tissues and, therefore, the signs and symptoms 
resulting from excessive absorption are primarily those of 
marked parasympathetic stimulation. Hyperhidrosis, 
miosis, lachrymation and salivation may be noted in ad- 
dition to signs and symptoms noted above. If the patient 
has already taken atropine, as indicated above, the phy- 
sician should administer additional doses of grains 1/60 


to 1/30 (one or two mg.) of atropine every hour up to - 


ten or 20 mg. in a day if necessary to control the respira- 
tory symptoms and keep the patient FULLY atropinized. 
The intravenous route is the most rapid. It will be noted 
that the dosage of atropine here is in excess of amounts 
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conventionally employed, but within safe limits. For 
mild poisoning this treatment alone is sufficient. 


Do not give morphine. If pulmonary secretions have 
accumulated before atropine has become effective, the 
—— must be turned — down to cough out mucus, 

he parasympathetic effect on the heart and lungs is 
blocked by atropine. Weakness and muscular twitching 
are not controlled by this antidote. Even with very seri- 
ous poisoning, atropine can completely protect the air- 
way, but muscular weakness may become so extreme that 
artificial respiration is required. Insert a tracheal tube. 
Suck mucus from bronchi with a catheter. Empty dis- 
tended stomach with Levine tube. Complete recovery 
may be expected even after a very severe acute poisoning 
and many hours of artificial respiration. Administration 
of oxygen is indicated provided that adequate attention 
to the airway has been given. The acute emergency lasts 
24 to 48 hours; patient must be watched continuovsl 
during this interval. Following exposure heavy pan: 
to produce symptoms, further organic phosphate insec- 
ticide exposure should be avoided. The patient remains 
susceptible to relatively small exposures of parathion until 
regeneration of blood and tissue cholinesterase is nearly 
complete. Other organic phosphate insecticides also in- 
activate cholinesterase. Persons exposed to these become 
susceptible to parathion and vice versa. 
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Surgical Appliances 
Supporting Belts 


Elastic Stockings Braces 
Made to meet the requirements 
of individual users. 


FRANK C. MACFARLAND 


Pomeroy Surgical Appliances 
successor to 
Pomeroy-Macfarland Company 
1108 Kales Building 
76 West Adams 


Detroit 26, Michigan 
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Cook County Graduate School of Medicine 


ANNOUNCES CONTINUOUS COURSES 
SURGERY—lIntensive Course in Surgical Technic, two 
weeks, starting April 17, May 15, June 19. 
Surgical Technic, Surgical Anatomy and Clinical Sur- 
gery, four weeks, starting April 3, May 1, June 5. 
Personal Course in General Surgery, two weeks, start- 
ing April 17. : : 
Surgery of Colon and Rectum, one week, starting April 
10, May 15. 
Esophageal Surgery, one week, starting June 5. 
Breast and Thyroid Surgery, one week, starting June 26. 
Thoracic Surgery, one week, starting June 12. 
Gallbladder Surgery, ten hours, starting April 24. 
Fractures and 
June 12. 
Basic Principles in General Surgery, two weeks, start- 
ing, September 11. . 
GYNECOLOGY-— Intensive Course, two weeks, starting 
April 17, June 19. 
Vaginal Approach to Pelvic Surgery, one week, start- 


ing May 15. P 
OBSTETRICS—Intensive Course, two weeks, starting 
April 3, June 5 


raumatic Surgery, two weeks, starting 


PEDIATRIC Intensive Course, two weeks, starting 
April 3. F 
Personal Course in Cerebral Palsy, two weeks, starting 

July 31. 


Personal Course in Diagnosis and Treatment of Con- 
enital Malformations of the Heart, two weeks, start- 
ing June 5. 
MEDICINE—Intensive 
starting April 24. ‘ 
Bioctrgsartnegrerey and Heart Disease, 
starting July 17. A 
Hematology, one week, starting May 8. 
Gastro-enterology, two weeks, starting May 15. 

Liver and Biliary Diseases, one week, starting June 5. 
Gastroscopy, two weeks, starting May 15, June 12. 
DERMATOLOGY —Formal Course, two weeks, starting 

May 8. Informal Clinical Course every two weeks. 
General, Intensive and Special Courses in all Branches of 
Medicine, Surgery and the Specialties. 


TEACHING FACULTY—ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


Address: REGISTRAR, 427 South Honore Street 
Chicago 12, Illinois 


General Course, two weeks, 


two weeks, 








THE 
MEDICAL PROTECTIVE 
COMPANY 


ForT WAYNE. INDIANS 


Professional Protection 


Exclusively 


since 1899 


DETROIT Office: 


George A. Triplett, A. G. Schulz and 
Richard K. Wind, Representatives, 


1015 Majestic Bidg., 
Telephone Woodward 1-2556 
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North Shore 
Health Resort 


Winnetka, Illinois 


on the Shores of 
Lake Michigan 








A completely equipped sanitarium for the care of 


nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, MSS., M.D. 


225 Sheridan Road Medical Director Phone Winnetka 6-0211 








i rrad : ated (HUMAN) 
PERTUSSIS IMMUNE SERUM 


TREATED WITH ULTRAVIOLET IRRADIATION TO DE- 
STROY POSSIBLE BACTERIAL AND VIRAL CONTAMIN- 


ANTS, INCLUDING THE AGENT OF VIRAL HEPATITIS. 
U.S.Pat. 2,421,328 


STERILE 


DRIED 


INJECTABLE 


Pertussis immune serum from selected adults, hyperimmu- 





nized with injections of pertussis vaccine given at suitable 
intervals for such a period as to insure a serum of high 
agglutinum titer. 

Dried under high vacuum to preserve potency. The meth- 
ods of processing the serum and control testing fulfill all 


the requirements of the National Institutes of Health. 


NOBLE-BLACKMER, INC. 


267 W. Michigan Ave., Jackson, Mich. 
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freedom of choice to pick your doctor; hospital 
and type of service—Your right ONLY under 
voluntary insurance! 


lowest cost insurance ... 
den taxes to pay! 


efficient and prompt payment of claims—no 


red tape! 


Whiting and Whiting 


INSURANCE—ALL FORMS 
WOodward 5-3040 
520 FORD BLDG. 


ACCIDENT 
and HEALTH 


Insurance 
BETTER FOR YOU BECAUSE 


freedom of choice to select disability protec- 
tion and medical care insurance to fit your 
needs and pocketbook on a budget-basis! 


no additional hid- 


DETROIT 26 
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Charles James Barone, M.D., of Highland Park, Michi- 
gan, was born January 5, 1894 and was graduated from 
George Washington University School of Medicine in 
1919. Doctor Barone had been associated with the High- 
land Park Hospital since 1924 and formerly its chief 
of staff. He also served as Highland Park City physi- 
cian during the period 1937-1946. At the time of his 
death, Dr. Barone was secretary of the Wayne County 
Medical Society, a member of the Michigan State Med- 
ical Society and of the American Medical Association. 
Doctor Barone died January 24, 1950 in Highland Park 
at the age of fifty-six. 


Edward Deal Finch, M.D., of Howell, Michigan, was 
born in Alma in 1907 and was graduated from the Uni- 
versity of Michigan Medical School in 1936. He was a 
member of the Livingston County Medical Society, the 
Michigan State Medical Society and the American Med- 
ical Association. Doctor Finch was assistant superin- 
tendent of the State Sanitarium at Howell. He died on 
January 31, 1950 at the age of forty-two. 


Nathaniel A. Herring, M.D., of Niles, Michigan, was 
born December 27, 1856 in Goshen, Indiana, and was 
graduated from the Bennett College of Medicine and 
Surgery, Chicago, in 1880. He was a past president of 
the Berrien County Medical Society, an emeritus mem- 
ber of the Michigan State Medical Society and a mem- 
ber of the American Medical Association. Doctor Her- 
ring had practiced medicine for sixty eight years prior 
to his retirement. He died January 28, 1950 at the age 
of ninety-four in Niles. 


Harry Kok, M.D., of Benton Harbor, Michigan, was 
born October 16, 1898 in Amsterdam, Holland, and was 
graduated from the University of Michigan Medical 
School in 1929. He was a member of the Berrien County 
Medical Society, the Michigan State Medical Society 
and the American Medical Association. Doctor Kok 
was radiologist at Mercy Hospital of Benton Harbor for 
fifteen years, was a diplomate of the American Board of 
Radiology, the Southwestern Michigan Academy of 
Medicine, a Past President of the Berrien County Med- 
ical Society, and former chief of staff of Mercy Hos- 
pital. Doctor Kok died December 11, 1949, in Benton 
Harbor at the age of fifty-two. 


John Kremer, M.D., of Grand Rapids, was born 
August 3, 1876 and was graduated from the Rush Med- 
ical College in 1902. He took postgraduate studies at 
New York Academy of Medicine and the Johns Hop- 
kins University. Doctor Kremer was former chief of 
medicine at Butterworth Hospital, was a member of the 
Kent County Medical Society, a life member of the 
Michigan State Medical Society and a member of the 
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THE HAVEN SANITARIUM, INC. 


Telephone 944] 


Chairman of the Board A private hospital 25 miles north of Detroit for the 
Emit L. FroeEricHer, M.D. diagnosis and treatment of mental and emotional 
illness—psychoanalytically trained resident physi- 
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American Medical Association. He died January 2, 
1950 in Grand Rapids at the age of seventy-three. 


Archibald Blythe Thompson, M.D., of Grand Rapids, 
was born February 1, 1865 in Blythe, Ontario, Canada, 
and was graduated from the University of Edinburgh, 
Scotland, in 1887. He also attended the Trinity Med- 
ical College in Toronto. Doctor Thompson was a life 
member of the Kent County Medical Society, an 
emeritus member of the Michigan State Medical So- 
ciety and a member of the American Medical Associa- 
tion. He died January 19, 1950 in Grand Rapids at the 
age of eighty-four. 


Marcus Robinson Van Baalen, M.D., of Detroit was 
born in 1883 and was graduated from the Detroit Col- 
lege of Medicine and Surgery in 1904. He was a mem- 
ber of the Wayne County Medical Society, the Michigan 
State Medical Society and the American Medical Asso- 
ciation. Doctor Van Baalen had practiced medicine in 
Detroit for forty-seven years. He was sixty-seven years 
of age at the time of his death on January 30, 1950. 








The Kent County Medical Society invites all 
MSMS members to its “Western Michigan Clinic 
Day” in Civic Auditorium, Grand Rapids, Thurs- 
day, May 18, 1950. 











BIOLOGICALS 
AND 


BIOCHEMICALS 


Aureomycin, Bacitracin, Chloromycetin 
Penicillin (all forms), Curative Sera 
Vaccines, Toxoids, Laboratory Material. 





Complete Stocks 
Expert Handling 





When in urgent need of materials of these 
types contact us by telephone (Toledo L.D. 
167) and immediate shipment will be 
made. 


The Rupp & Bowman Company 


315-319 Superior Street 
Toledo 3, Ohio 
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AMA Membership Gain in 1949.—As of January 1, 
1950, the American Medical Association membership 
stood at 144,212, a gain of 4,171 during the year. The 
total figure allowed for the 2,179 deaths which occurred 
during 1949. The number of AMA Fellows at the first 
of the year was 78,571, a gain of 2,548. 

—AMA Secretary’s Letter 
No. 135 


oe 2 


Membership Size of County Societies——On the basis 
of an incomplete tabulation of county medical societies 
made by the AMA Bureau of Medical Economic Re- 
search, there are approximately 71 county societies with 
300 or more members. Here is a breakdown of the 
figures on the basis of data which is almost complete: 








Membership . 
Size Number Membership 
“ and over 71 72,485 
100-199 114 15, 
_ i, ee ear erene: 1,705 41,074 
EE ccc nibbmuneeaanan 1,930 138,896 
* * * 


Arthur C. Curtis, M.D., Ann Arbor, addressed the 
American Academy of General Practice at its 1950 
Scientific Assembly in St. Louis on February 20. 

J. S. DeTar, M.D., Milan, was toastmaster at the 
Academy Banquet of February 22, attended by 1,500 
members and their ladies. 

* + * 


A. D. Ruedemann, M.D., Detroit, was a guest speaker 
at the annual meeting of the American Goiter Associa- 
tion in Houston, Texas, on March 10. His subject was 
“Ocular Manifestation of Thyroid Disease: Early Diag- 
nosis and Treatment.” 

* * * 


The Ingham County Medical Society’s Sixteenth An- 
nual May Clinic will be held at the Hotel Olds, Lansing, 
on Thursday, May 4, beginning at 2:00 p.m. This 
year’s Clinic will take the form of a Symposium on 
“Diseases of the Upper Gastro-intestinal Tract,’ con- 
ducted by members of the staff of Lahey Clinic, Boston, 
Massachusetts. The afternoon session will consist of 
four talks: 

1. Pathological Physiology, Symptomatology and 
Diagnosis of the Stomach and Esophagus—by Everett 
D. Kiefer, M.D. 

2. Surgery of the Esophagus and Stomach—by Rich- 
ard B. Cattell, M.D. 

3. Problems in the Medical Management of Duodenal 
Ulcer—by Everett D. Kiefer, M.D. 

4. Surgical Management of Peptic Ulcer—by Richard 
B. Cattell, M.D. 

A social hour will follow the afternoon addresses. At 
the evening dinner-meeting, Dr. Cattell will speak on 
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“The Management of Surgical Diseases of the Pan- 
creas.” 

The Ingham County Medical Society through its 
President, Ralph Wadley, M.D., Lansing, cordially in- 
vites all members of the Michigan State Medical So- 
ciety to attend the Clinic of May 4 in Lansing. No ad- 
mission fee. 

a * _ 

Edgar E. Poos, M.D., Detroit, presented a paper be- 
fore the annual meeting of the American College of Al- 
lergists in St. Louis on January 18. The subject was 
“Mechanism of Allergy of the Eye and Its Adnexia.” 


* + 


George L. Waldbott, M.D., Detroit, also presented a 
paper at the Allergists’:meeting on January 18, entitled 
“Organization of an Allergy Office.” 


* + 


The American Physicians Art Association will have 
its twelfth exhibition at the AMA Convention, San Fran- 
cisco Auditorium, June 26-30. For entry blanks, address 
the Secretary, F. H. Redewill, M.D., 526 Flood Bldg., 
San Francisco 2, California. 

The APAA has 4,000 members and is desirous of 
having every physician who does art work participate. 

* * * 


The American Congress of Physical Medicine will hold 
its 28th Annual Scientific and Clinical Session at the 
Hotel Statler, Boston, on August 28 through September 
1, 1950. For program and information, write the Con- 
gress at 30 N. Michigan Avenue, Chicago 2, Illinois. 

* . * 


Employment opportunities for civilian medical per- 
sonnel in the Pacific Islands (including the Marshall, 
Caroline, and Marianas Islands). Medical positions for 
the government of these areas have been established by 
the Department of the Interior. Positions for doctors of 
medicine, public health officers, hospital administrators, 
et cetera, are available. Salaries for M.D.’s range from 
$6,400 to $8,800 per annum with a post differential of 
25 per cent in addition to salary, and transportation 
paid for employees and their dependents. For further in- 
formation, write Division of Territories and Island Pos- 
sessions, Department of the Interior, Washington 25, 
D. C. 

* oe — 

The Medical and Surgical Relief Committee, Inc., 
420 Lexington Ave., New York 17, N. Y., solicits the 
help of state and county medical societies and their 
auxiliaries in collecting and shipping prepaid to the 
Committee medical and dental samples and used instru- 
ments in good condition. The Committee also would 
appreciate efforts to obtain from pharmaceutical concerns 
gifts of surplus or out-dated material of any kind, to be 
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shipped to doctors in hospitals overseas. Medical pub- 
lications are also desired, to be sent to various parts of 
the world. 

Allen O. Whipple, M.D., recently Professor of Sur- 
gery at Columbia University, heads the Medical Ad- 
visory Council of the Medical and Surgical Relief Com- 
mittee, Inc. 


* * 


Brigadier General Wallace H. Graham, personal physi- 
cian to the President, recently was appointed Special 
Assistant on Medical Reserve Affairs to Major General 
Harry G. Armstrong, Air Surgeon General. The new 
assignment will be additional to his duties as the Pres- 
ident’s physician. 


* + 


The American College of Chest Physicians offers an 
annual cash prize award of $250, for the best original 
contribution, preferably by a young investigator, on any 
phase relating to chest disease. Manuscripts must be 
submitted no later than May 1. For additional informa- 
tion write the College at 500 N. Dearborn Street, Chi- 
cago 10, Illinois. 


* # @ 


Postgraduate courses arranged by the American Col- 
lege of Physicians in the spring and summer of 1950 are 
listed in the ACP’s Preliminary Bulletin. For a copy, 
write E. R., Loveland, Executive Secretary, 4200 Pine 
St., Philadelphia 4, Pa. 
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Anchorage, Alaska 
Tokyo, Japan 


Dhahran, Saudi, Arabia 


Ordered Hack Shoes early in March. Thus, 
the fame and the scope of this 34 year old 


Michigan firm grows apace. 


We invite your shoe problems, Doctor. 





Michigan’s Rheumatic Fever Control Program 
is a most unique, as well as important and life- 
saving effort—and deserves the support of every 
member of the Michigan State Medical Society. 


The program has considerable value from the 
standpoint of public relations. It is a service to 
the general practitioner to, help him in the better 
diagnosis of patients suspected of rheumatic fever. 
It preserves the physician-patient relationship. All 
patients, referred by doctors of medicine to the 
Center, are routinely sent back to the referring 
doctor for treatment. The doctors of medicine 
who actually do the diagnostic work in the Rheu- 
matic Fever Control Center are compensated by 
receiving an added opportunity to study the many 
aspects of rheumatic fever, a most baffling disease. 
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H. V. Lilga, M.D. of Petoskey addressed the Cadillac 
Rotary Club on February 7. His subject was “The Wel- 


fare State.” 
* 8 @ 


Wm. L. Brosius, M.D., Detroit, presented the 1950 
Sykes Lecture on the occasion of the Michigan Postgrad- 
uate Clinical Institute, on March 9, 1950 in Detroit. 
This lecture was created four years ago by R. S. Sykes, 
D.D.S., of Muir, Michigan. to aid in the differential di- 


agnosis of benign and malignant tumors. 
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University of Michigan Men’s Glee Club sings at 
MPGCI.—On the occasion of the Wednesday evening 
meeting, March 8—during the Michigan Postgraduate 


Clinical Institute, 1950—the University of Michigan’s 
Men’s Glee Club entertained with one-half hour’s 
splendid performance of choral singing, under the direc- 
“tion of Professor Philip A. Duey. One of the features 
was a song sung in honor of J. Charles Maxwell, M.D. 
of Paw Paw, Michigan’s Foremost Family Physician for 
1949. 

Dr. Maxwell was honored by receiving a scroll from 
the Michigan State Medical Society, commemorating 
his long, tireless and fruitful service in the practice of 
medicine for over 50 years. 

MSMS Past President P. L. Ledwidge, M.D., De- 
troit, also was presented a scroll for his service to Medi- 
cine and to the Michigan State Medical Society for 
many years. Dr. Ledwidge was Chairman of the 1950 
MPGCI. 

Grover C. Penberthy, M.D., Detroit, 
recent experiences in England, investigating England’s 
socialized medicine experiment. A spirited question and 
answer period followed Dr. Penberthy’s presentation. 

The public meeting of March 8 was chairmanned by 
R. J. Hubbell, M.D.,.Kalamazoo, Vice Chairman of the 
MSMS Council. 


spoke on his 


* + 


The Panama Canal needs civilian physicians for duty 
in the Canal Zone. Salaries range from $6,750 a year 
to $9,500 a year. For further information, write B. F. 
Burdick, Chief of Office, The Panama Canal, Washing- 
ton 25, D. C. 

* * * 

“Cancer: Problem for Early Diagnosis” is a new pro- 
fessional film just released by the American Cancer So- 
ciety which is available to doctors of medicine. For in- 
formation or use of this film, write the Michigan Division 
of the American Cancer Society, 321 Houseman Bldg., 
Grand Rapids 2, Michigan. 

* # 

Raymond Hussey, M. D., recently Dean of the School 
of Occupational Health, Wayne University, Detroit, has 
joined the staff of the AMA Council on Industrial Health 
as Scientific Director. 

* & 

The International and Fourth American Congress on 

Obstetrics and Gynecology will be held at the Hotel Stat- 
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The Mary E. Pogue Schoo! 


Complete facilities for training Retarded and 
Epileptic children educationally and socially. 
Pupils per teacher strictly limited. Excellent 
educational, physical and occupational therapy 
programs. 

Recreational facilities include riding, group 
games, selected movies under competent super- 
vision of skilled personnel. 


Catalogue on request. 


G. H. Marquardt, M.D. Barclay J. MacGregor 
Medical Director Registrar 


26 GENEVA ROAD, WHEATON. ILL. 


(Near Chicago) 








ler, New York, May 14, 19, 1950. For further informa- 
tion and program write Fred L. Adair, M.D., 161 E. 
Erie Street, Chicago 11, Illinois. 

* * * 


The Medical Radio Series, sponsored by the Michi- 
gan State Medical Society and the University of Michi- 
gan Extension Department, is presenting four talks over 
Radio Station WUOM (University of Michigan) during 
April: 


1. April 3—‘‘Cancer of the Prostate” . William 
Baum, M.D. 
2. April 10—‘‘What Every Person Should Know 


About Heart Disease” Alexander Goetz, M.D. 

3. April 17—“Cancer from the Broad Aspects” 
Harold B. Fenech, M.D., Detroit 

4. April 24—“Significance of Cough” ... W. D. 
Harrelson, M.D., Ann Arbor 

The Medical Series is broadcast over WUOM Mon- 
days at 2:30 p.m. Other stations carrying the Medical 
Series include WKAR, East Lansing; WJJW, (F.M.) 
Wyandotte; WMLN, Mt. Clemens; WFRS (F.M.) Grand 
Rapids; WTCM, Traverse City—broadcast over WATT, 
Cadillac; WATZ, Alpena; WMBN, Petoskey; and WRZE 
of York, Pa. 

* * 

The 1950 spring and summer schedule in postgrad- 
uate medicine, arranged by the University of Michigan 
Medical School, will include courses on Allergy, Anat- 
omy, Diseases of Blood and Blood Forming Organia, 
Electrocardiographic Diagnosis, Diseases of the Gastro- 
Intestinal Tract, Diseases of the Heart, Metabolism and 
Endocrinology, Neurology, Ophthalmology, Pediatrics, 
Rheumatic Disease, Diagnostic Roentgenology, and Re- 
cent Advances in Therapeutics. 

Guest lecturers will include Julian M. Ruffin, M.D., 
Duke University; Karl D. Figley, M.D., Toledo; B. A. 
Credille, M.D., Flint; Herman Elwyn, M.D., N. Y, 
John B. Hitz, M.D. Milwaukee; Albert E. Sloane, M.D, 
Cambridge, Mass.; Kenneth C. Swan, M.D., Oregon; and 
Paul L. Cusick, M.D., Detroit. 

The program schedule consists of thirteen review 
courses of varying length in special fields of practice. 
In addition, two courses in clinical exercises will be 
continued over from the fall schedule. 

For program; write H. H. Cummings, M.D., Depart- 
ment of Postgraduate Medical Education, 
Hospital, Ann Arbor. 


University 
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NEWS MEDICAL 


An Observation on the Accuracy of Digitalis Doses 


Withering made this penetrating observation in 
his classic monograph on digitalis: “The more I 
saw of the great powers of this plant, the more it 
seemed necessary to bring the doses of it to the 


greatest possible accuracy.”* 


To achieve the greatest accuracy in dosage and at 
the same time to preserve the full activity of the 
leaf, the total cardioactive principles must be iso- 
lated from the plant in pure crystalline form so 
that doses can be based on the actual weight of the 
active constituents. This is, in fact, the method by 
which Digilanid® is made. 


Digilanid contains all the initial glycosides from 
Digitalis lanata in crystalline form. It thus truly 
represents “the great powers of the plant” and 
brings “the doses of it to the greatest possible 
accuracy’. 


Clinical investigation has proved that Digilanid is 
“an effective cardioactive preparation, which has 


the advantages of purity, stability and accuracy as 


to dosage and therapeutic effect.” 


Average dose for initiating treatment: 2 to 4 tab- 
lets of Digilanid daily until the desired therapeutic 
level is reached. 

Average maintenance dose: 1 tablet daily. 

Also available: Drops, Ampuls and Suppositories. 
\. Withering, W.: An account of the Foxglove, London, 1785. 


Rimmerman, 4 <5 and the Therapy of ne 
Heart Disease, Am. J. M. Sc. 209: 33-41 (Jan.) 1945. 


Literature siving further details about Digilanid and Physician's Trial 
Supply are available on request. 


Sandoz 


Pharmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 





Reprints received: ‘““The Effect of Antihistamine Agent 


'. on various whealing Phenomena” and “Spectral Absorp- 


tion Characteristics of Antihistaminic Drugs; Relation- 
ship to Ultraviolet Erythema’—both by Alex S. and 
Sidney Friedlander, M.D., Detroit, with J. M. Vanden- 
Belt, Ph.D., Detroit, collaborating in the second paper. 
Also, “Acute Secondary Glaucoma Due to Spontaneous 
Rupture of the Lens Capsule” by H. Saul Sugar, M.D., 
Detroit. 


* * * 


The American Academy of Neurology held its first 
interim meeting in Cincinnati on April 14 and 15, 1950. 
The meeting this year was held in conjunction with the 
American Chapter of the International League Against 
Epilepsy which met on April 15 and 16. On April 15 
there was a joint meeting between the two societies and 
a large symposium on psychomotor epilepsy. 


= = € 


Venereal Disease Control.—Just because you can dra- 
matically shorten the period of treatment of early syphilis 
by antibiotics—do not neglect examining the spinal fluid. 
This safeguard has helped make central nervous system 
syphilis much less common. 


* * * 


The Iowa State Medical Society at its centennial 
meeting in Burlington, Iowa, April 23-26, 1950 will 
feature two Michigan doctors. A. D. Ruedemann, M.D., 
Detroit, will give two papers: “Headaches and Head 
Pains of Occular Origin” and “The Cataract, A Med- 
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ical Problem.” Reed M. Nesbit, M.D., Ann Arbor, wili 
give a paper, “Clinical Management of Infertility.” 

The General Practitioner of Australia and New Zea- 
land, in January, 1950, copied a paper by Howard H. 
Cummings, M.D., of Ann Arbor, “The Climacteric and 
its Management,” which appeared first in THE JouRNAL 
of the Michigan State Medical Society. 





A Surgical Program in a Local 
Sanatorium 


For the first time, the role of chest 
surgery in the treatment of tuberculosis 
has been filmed in full color. Prepared 
for medical audiences, this fifty-minute 
motion picture with sound might well 
form the central theme for an evening’s 
discussion on tuberculosis. The film is 
available without charge to Michigan 
Medical Societies. 


Michigan Tuberculosis Association 











The Bay County Medical Society entertained approx- 
imately 125 Medical Assistants in Bay City at an an- 
nual dinner meeting Wednesday, February 22. D. J. 


_ Mosier, M.D., president of the local society, and Mrs. 


E. Billette, president of the Medical Assistants group, 
presided over the program which featured a speech by 
Mr. Henry Black of Professional Management, Battle 
Creek, Michigan. 
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SEVENTH NATIONAL CONFERENCE OF 
COUNTY MEDICAL SOCIETY OFFICERS 


Sunday—June 25, 1950 
Palace Hotel—San Francisco 


Morning Session—9:00 a.m. 
Registration 
Call to Order—A. M. Mitchell, M.D., Chairman, Terre 
Haute, Indiana 
Address of Welcome—(Member of the Board of Trus- 
tees) 


I. WHAT DO YOU KNOW FOR SURE? 
A true and false questionnaire on socialized med- 
icine to be given to everyone in the audience with 
20 minutes allowed for answering. At the end of 
this period the papers will be collected and cor- 
rected during the remainder of the program. Re- 
sults will be announced at the end of the morning 
session. 

II. HOW TO SET UP A COUNTY MEDICAL SO- 
CIETY RECORD SYSTEM 
(A) 20 minutes of presentation 
(B) 20 minutes for discussion 

Ill. HOW TO ORGANIZE A COMMUNITY 
HEALTH COUNCIL 
(A) 30 minutes of presentation 
(B) 30 minutes of discussion 

IV. PROVIDING SPECIAL BENEFITS THROUGH 
COUNTY MEDICAL SOCIETY MEMBERSHIP 
(Group—A & H, Malpractice, Medical and Hos- 
pital, and Life) 
(A) 20 minutes of presentation 
(B) 20 minutes of discussion 

V. RESULTS OF QUIZ 


Evening Session—8:00 p.m. 
I. THE THIRD PARTY IN THE PRACTICE OF 
MEDICINE 
(This refers to insurance companies, hospital and 
medical care plans, etc.) 
(A) 20 minutes of presentation 
(B) 20 minutes of discussion 
II. HOSPITALS AND THE PRACTICE OF MED- 
ICINE 
(A) 20 minutes of presentation 
(B) 20 minutes of discussion 
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“Ann Arbor School 


FOR CHILDREN WITH EDUCATIONAL, 
EMOTIONAL OR SPEECH PROBLEMS 


Boys and girls are enrolled in a year ’round 
program designed to provide - opportunities 
for optimal educational and emotional growth. 
Excellent teaching staff. A training center in 
Special Education for student teachers at the 
University of Michigan. 


For information and catalog, address the 
Registrar, 1700 Broadway, Ann Arbor, Mich. 











THIRD ANNUAL INSTITUTE ON LIVING IN 
THE LATER YEARS 


The Institute for Human Adjustment, in co-operation 
with the Extension Service of the University of Michigan, 
announces the Third Annual Institute on Living in the 
Later Years to be held in Ann Arbor, Michigan, on June 
28, 29, and 30, 1950. 


Program 


Mental Health Problems of an Aging Population 


Mental Health in the Aging Population 

Changes in Emotional Needs with Aging 

Psychiatric Techniques in the Treatment of Older 
People 


Medical Problems of an Aging Population 


Chronic Disease and Its Control in Older Persons 
Community Health Services for Older People 
The Industrial Physician and the Older Worker 


Education for an Aging Population 


Responsibility of Education to the Older Adult 
Proposed Programs in Education for an Aging Popula- 
tion 


Training for Volunteers in Community Services with 
Older People 


Special Features 
Addresses: 


Our Aging Population—A New Social Frontier 
The Need for a National Program on Old Age 
Age As Opportunity 


Organized Discussion Groups: 


Psychological Aspects of Medical Practice with Older 
People 

The Chronically Ill in the Family and the Local Com- 
munity 

The Role of the Local Department of Adult Educa- 
tion with Reference to Aging 

Education’s Contributions to the Adjustment of the 
Older Person 


Demonstration: 


An Activities Center for Older People 

Persons interested in attending are invited to write to 
the University of Michigan Extension Service, 4524 Ad- 
ministration Building, Ann Arbor, Michigan, for further 
information. 
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F. M. GROGAN, M.D. 
Medical Director 


MICHAEL LEWIS, M.D. 
Associate 


1300 Grant road 











Phone: Republic 5141 


One of Five Main Buildings 


GLENWOOD SANITARIUM 


St. Louis, Missouri 
Nervous and mental. All accepted types of therapy available. 
insulin electric shock and dietotherapy. 
Five patient buildings afford separate accommodations for acutely ill, the mild and convalescent and for long 


term hospital care. Single rooms, with or without private bath. Suites available. 
building with 100 patient rooms, private baths, nearing completion. 

Recreational and occupational therapy. Craft and hobby shop. Facilities for out of door activities, tennis 
courts, out-door kitchen, two miles of walkways. 50 acres, beautifully wooded and landscaped, suburban 
to St. Louis, secluded but easily accessible by bus or automobile. 


Write or call for further information. 





Individualized attention to psychotherapy, 


A new air conditioned 








Advisory Medical Staff: 
Robert M. Bell, M.D. 
Robert E. Britt, M.D. 
Robert D. Brookes, M.D. 
Archie D. Carr, M.D. 
Arthur H. Deppe, M.D. 
Sydney B. Maughs, M.D. 
Hans B. Molholm, M.D. 
Walter L. Moore, M.D. 








Michigan Authors 


Leo J. Croll, M.D., and Maurice Croll, Detroit, pub- 
lished a paper, “Hole in the Macula” in the American 
Journal of Ophthalmology, February, 1950. 

H. Saul Sugar, M.D., Detroit, published a paper, 
“Acute and Secondary Glaucoma due to Lens Capsule 
Rupture” in the American Journal Ophthalmology, Jan- 
uary, 1950. 

William G. McEvitt, M.D., Detroit, published a 
paper, “Treatment of Acne Pits,” in The Journal of the 
American Medical Association, March 4, 1950. 

Conrad R. Lam, M.D., Detroit, published a paper, 
“Treatment of Traumatic Hernia of the Diaphragm,” in 
the Archives of Surgery, March, 1950. 


Kenneth N. Campbell, M.D., Detroit, published a 
paper, “Pathogenesis of Acute Hemorrhagic Pancreatitis,” 
in the Archives of Surgery, March, 1950. 

John E. Webster, M.D., F.A.C.S., and E. S. Gurdjian, 
M.D., F.A.C.S., Detroit, published an article, “Collective 
Review: The Surgical Management and a Report of 
twenty-three Cases of Civilian, thirty-three Cases of 
Military Abscess,” in Surgery Gynecology and Obstetrics, 
March, 1950. 

* * # 

Joint Committee Recommends Voluntary Health 

Plan.— After extensive hearings, a Senate-House Sub- 


committee has made recommendations to raise the living 


standards of low-income families (Final Report on Low- 
Income Families and Economic Stability). Three Demo- 
crats and one Republican signed the majority report. It 


Apri, 1950 


made no mention of President Truman’s compulsory 
health insurance plan, but recommended a program based 
on “voluntary co-operation of public and private agen- 
cies, which will permit all persons who so desire to par- 
ticipate in a system of health insurance.” The Commit- 
tee also favors expansion of hospital construction, federal 
aid for training of doctors and nurses, expansion of med- 
ical schools and public health services. 


On other issues the Committee recommended: 1. 
More liberal benefits for dependent children under social 
security and expanded and improved health services for 
school children. 2. Social insurance against permanent 
and total disability and more Federal money for re- 
habilitation of physically handicapped. 3. Universal 
old-age insurance coverage, with higher benefits and 
pay-as-you-go financing. 

* * ~ 


British Election Reaction.—Qualified observers of 
Britain’s election develops these ideas: 


1. The “welfare state’ was not an issue in the elec- 
tion; the issue was whether the “welfare state” should 
operate with or without government ownership of indus- 
tries. The Labor party’s narrow margin of victory in- 
dicates the British people don’t want any more national- 
ization right away. More practically, Labor would risk 
a major policy defeat in Commons if it pressed for more 
nationalization. 

2. Socialized medicine was never made an issue in the 
election, and Labor has no intention of making drastic 
changes in the program. 
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VA Tightens Up on Non-Service Connected Cases.— 
Its current economy campaign is giving Veterans Ad- 
ministration an opportunity to start solving a long-stand- 
ing problem—the treatment of veterans whose injuries 
and illnesses are not service-connected. Up to now a 
“high percentage of VA patients have been in this cate- 
gory. 

Under the law, VA is “permitted” to treat such pa- 
tients if beds are available. In practice, the beds have 
been made available. Important VA officials have com- 
plained in private about this practice, but have not had 
much success in changing it. A VA spokesman said that 
the personnel cutbacks would have no effect on medical 
treatment of service-connected cases or of non-service 
connected cases now in hospitals, but that they “might 
lessen the number of non-service connected patients the 
hospitals will be allowed to handle.” This is the first 
reduction-in-force to reach VA’s medical department. 
The Administration’s overall payroll will be cut by 
about 7,800, approximately 3,000 of them in medical 
and hospital services. However, in view of known re- 
quirements of VA, it is unlikely that many physicians or 
nurses will be dropped. Most separations in the medical 
department are expected to involve non-professional 
people. 


* * ~ 


Navy Course in Radioisotopes.—Plans are announced 
for the Navy’s ninth course in medical aspects of 
special weapons and radioisotopes to be held May 22-26, 
* 1950, at National Naval Center, Bethesda, Md. Attend- 
ance will be restricted to 200 Naval Reserve medical and 
dental officers who are not on active duty. Those in- 
terested should submit requests for this training duty as 
soon as possible to the commandant of their naval dis- 
trict. Meals and sleeping quarters will be provided for 
the enrollees. 

* * * 


USPHS Allotments.—The annual report of the U. S. 
Public Health Service just publicized contain interesting 
and graphically presented data on the physical state of 
the nation. It contains opinions and prognostications as 
well as dispassionate statistics. Surgeon General Leonard 
A. Scheele gives prominence to compulsory Health in- 
surance, although other proposed legislation is described. 
The USPHS last year spent, allocated or placed under 
obligation $237,000,000. Researchers at National Insti- 
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tute of Health contributed to the knowledge of eclamp- 
sia; inexpensive production of amino acids; protection 
against septic ulcer; improvements in the prevention and 
treatment of whooping cough. There were 1,300 re- 
searchers in 200 institutions distributed in all but four 
of the states. Grant-in-aid payments of $47,000,000 were 
given to the states for venereal disease, tuberculosis and 
mental health activities. 


* + 


Payments Increase.—Michigan’s Blue Cross and Blue 
Shield plans in 1949 upped their payments to hospitals 
and doctors 52 per cent above the preceding year. Total 
payments to hospitals and doctors last year came to $32,- 
005,161.09 as compared to payments of $20,944,897.20 in 
1948. Michigan Hospital Service, the Blue Cross plan, 
paid $22,400,967.76 to hospitals in 1949 for services 
rendered subscribers, and Michigan Medical Service, the 
Blue Shield plan, paid $9,604,193.33 to doctors for 
surgical services to Blue Shield subscribers. Blue Shield 
membership rose 190,000 last year. Michigan persons 
protected by Blue Cross and Blue Shield now number 
more than 1,700,000. 


* * * 


Truman Urges Extension of U. S. Employe Health 
Program.—A policy statement that President Truman 
has sent to Federal agencies in the field as well as in 
Washington is intended to bestir them to establish em- 
ploye health programs with assistance of U. S. Public 
Health Service. An act of Congress created this special 
program three years ago but, with the exception of the 
Capital itself, the only city where it has been placed in 
effect is Denver, notwithstanding the fact that about 90 
per cent of Uncle Sam’s workers are employed outside 
Washington. The White House directive says “to pro- 
ceed as soon as possible” in instituting these employe 
health plans, which call for services of physicians and 
nurses. Chief requisite is the establishment of health 
rooms staffed by qualified professional personnel.— 
WRMS, Feb. 20, 1950. 


* * 


Annual Report Depicts Rise of VA’s Medical Ac- 
tivities—Hugeness of Veterans Administration medical 
program is portrayed statistically in Administrator Carl 
Gray’s annual report, made public last week. For ex- 
ample: Hospital admissions increased from 535,000 to 
555,000 . . . average daily patient load was 107,000... 
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full-time physicians, dentists and nurses on June 30, 
1949, totaled 3,883, 950 and 12,437, respectively .. . 
75,000 physicians and 57,000 dentists (estimated) par- 
ticipated in providing out-patient services . . . 14,000 
beds were allocated for tuberculosis . . . more than 130,- 
000,000 meals were served in veterans hospitals .. . 
social service workers averaged 106,000 interviews of 
patients and families each month—-WRMS, Feb. 20, 
1950. 
* * 

Members of Legislative Committee Listed.—The 
Legislative Co-ordinating Committee, which was estab- 
lished by the House of Delegates in Washington as an 
advisory group to the Board of Trustees, held its first 
meeting in Chicago recently. Dr. Dwight H. Murray, 
Napa, Calif., a member of the Board, was named chair- 
man. Other members of the committee, appointed by 
the Board, are: Harvey B. Stone, Baltimore; J. D. Mc- 
Carthy, Omaha; F. J. L. Blasingame, Wharton, Texas; 
W. J. Dattelbaum, Brooklyn; W. H. Huron, Iron Moun- 
tain, Mich., and Oscar B. Hunter, Washington. The ex- 
ecutive committee of the Board of Trustees meets jointly 
with this committee. 

* * * 


AMA Membership Gain in 1949.—As of January 1, 


1950, the American Medical Association membership _ 


stood at 144,212, a gain of 4,171 during the year. The 
total figure allowed for the 2,179 deaths which occurred 
during 1949. The number of AMA Fellows at the first 
of the year was 78,571, a gain of 2,548. 
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In Portland, Oregon, the trial of the Oregon State 
Medical Society and the eight county organizations under 
the Sherman Anti-Trust Act is finished. The courts are 
now awaiting arguments on briefs from both sides and a 
verdict is expected probably in the fall. 

* * * 


United Fund Drive.—In a speech in Washington, 
March 8, Secretary of Labor Morris Tobin warned that 
National Voluntary Associations, particularly those in 
the health field, will find themselves under Government 
control if they do not pool their money-gathering ac- 
tivities into a single annual campaign. 

* * * 


In the controversy over Secretary Louis Johnson’s or- 
der for the closing or curtailment of eighteen Military 
and Naval Hospitals, Rear Admiral Joel T. Boone, testi- 
fied that the closing of these hospitals would work a 
hardship inimical to Army and Navy training programs, 
and that his Department had not been consulted. The 
next day he was fired! (The same as Admiral Den- 
field sometime previously without explanation. ) 

* * * 


Paul B. Magnuson, M.D., Chief Military ‘Director of 
Veterans Administration, stated that the VA had asked 
the Department of Defense for use of 5,300 beds in 
Army and Navy Hospitals to begin July 1, and voiced 
his doubt that it would be wise for the VA to take over 
any of the Military Hospitals scheduled for elimination. 
Upon return to his office, he received Administrator 
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Carl Gray’s order to abolish 4,891 positions in the hos- 
pitals, national offices and central offices. 


* ” * 


Blue Cross-Blue Shield.—Delegates to the interna- 
tional Blue Cross and Blue Shield convention were urged 
to support voluntary health insurance plans in preference 
to state-controlled programs. 


Dr. Paul R. Hawley of Chicago, chief executive officer 
of the Blue Cross and Blue Shield health insurance agen- 
cies, said state medicine does not necessarily mean a 
higher health standard. 

During a round-table discussion, Dr. Hawley was 
asked why the United States, with the world’s highest 
standard of living, has a health standard below those of 
Norway, Sweden and Finland. The three Scandinavian 
countries have compulsory state-medicine plans. 

Dr. Hawley replied that, although Swedes, Norwe- 
gians and Finns in their own countries live longer than 
the average American, the Scandinavians live still longer 
when they move to the U. S., which has no enforced 
medical plan. 

Surveys in Minnesota and North and South Dakota 
showed that Scandinavians in those states have a longer 
life span than their countrymen who have remained in 
their native lands, he said. 


Earlier, the Rev. H. Bertrand of Montreal, president 





ACCIDENT + HOSPITAL + SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 
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> PREMIUMS SURGEONS 
COME FROM DENTISTS 60 To 
$5,000.00 accidental death............... $8.00 
$25.00 weekly indemnity, accident Quarterly 


and sickness 
$10,000.00 accidental death............. $16.00 
$50.00 weekly indemnity, accident 
and sickness 


$15,000.00 accidental death.............. $24.00 
$75.00 weekly indemnity, accident Quarterly 
and sickness 


$20,000.00 accidental death............. $32.00 
$100.00 weekly indemnity, accident Quarterly 
and sickness 


Cost has never exceeded amounts shown. 


Also Hospital Policies for Members, Wives and 
Children at Small Additional Cost 


85c out of each $1.00 gross income used for 
members’ benefits 


$3,700,000.00 $16,000,000.00 
INVESTED ASSETS. PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for protection of our members, 


Disability need not be incurred in line of duty—benefits from 
the beginning day of disability 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
48 years under the same management 
400 First National Bank Bidg., Omaha 2, Nebr. 
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of the Catholic Hospital Council of Canada, told the 
500 delegates from Canada, the U. S. and Puerto Rico 
that the state has “no right to enter into competition 
with any voluntary (health) plan.” 


“The government’s right and duty is to decide that 
every Citizen is to be insured against disability,” he said, 
“but it is also its duty to leave him completely free to 
join whatever insurance plan he may desire.” 


Father Bertrand said that a compulsory health plan, 
preferably provincial but possibly national, is “an ex. 
cellent thing . . . but the state has not the right to be 
the agent of such a plan.” 


William S. McNary, Detroit, has been elected chair- 
man of the Blue Cross Commission, national co-ordinat- 


ing body of the ninety Blue Cross Plans and their 35,- 


000,000 members. 


McNary has been director of the Michigan Hospital 
Service, the state’s Blue Cross Plan, since 1947. 


He is a member of the Detroit Board of Commerce, 
the Rotary Club, the Economic Club of Detroit, the 
Michigan Hospital Association, the American Hospital 
Association and the American Public Health Association. 


The general oral and pathology examinations (Part 
II) of the American Board of Obstetrics and Gynecology, 
Inc., for all candidates will be conducted at The Shel- 
burne, Atlantic City, New Jersey, by the entire Board 
from Sunday, May 21 through Saturday, May 27, 1950. 
Formal notice of the exact time of each candidate’s exam- 
ination will be sent him several weeks in advance of the 
examination dates. 


Candidates for re-examination in Part II must make 
written application to the Secretary’s office not later 
than April 1, 1950. 


Applications are now being received for the 1951 ex- 
aminations. Application forms and Bulletins are sent 
upon request made to Paul Titus, M.D., Secretary, 
American Board of Obstetrics and Gynecology, Inc., 
1015 Highland Building, Pittsburgh 6, Pennsylvania. 


MSMS Secretary, L. Fernald Foster, M.D., spoke be- 
fore the Bay City Baptist Women’s Club on February 7, 
1950, on the subject of “Compulsory Health Insurance.” 
On February 16, 1950, he spoke at the meeting of the 
Midland County Medical Society on the subject, “Pub- 
lic Relations.” 


* + * 


J. S. DeTar, M.D., Councilor of the Fourteenth Dis- 
trict, has been very active in medical socio-economic 


. circles the past two months. He spoke before the Milan 


Rotary Club, January 17; the Michigan State Associa- 
tion of Supervisors, Lansing, January 24; the Milan 
Kiwanis Club, January 26; Capitol Club, Lansing, Feb- 
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rary 6; Ypsilanti Lions Club, February 7; Ann Arbor 
Business and Professional Women’s Club, February 14; 
Detroit Colony Club, February 15. He participated in 
the program of the American Academy of General Prac- 
tice, February 20-23, and presented talks at the Bay 
County Women’s Auxiliary meeting, February 28, and 
the Livingston County Medical Society meeting, March 
4, 


Se 9 -@ 


W. G. Gamble, Jr., M.D., Bay City, spoke before the 
Mount Pleasant Child Study Club on March 1, 1950. 
His subject was “Newer Hormone Therapy.” He also 
conducted a two-day session at Bay City Central High 
School where he discussed the relationship of biochem- 
istry, biology and allied -subjects to the practice of med- 
icine. 

* * * 

ACTH and Similar Compounds.—Federal Security 
Agency reports prospects for a “much larger” quantity of 
ACTH, cortisone and similar hormonal compounds this 
year. Meanwhile, FSA has managed to scrape up a 
sizable scholarship fund for researchers in these com- 
pounds, and is asking Congress for more money for the 
same purpose. ... FSA moved into the situation when 
producers of the compounds decided they could no 
longer continue to furnish them to researchers without 
charge. Now they are paid cost of production. 





RICKETTSIAL DISEASE IN MICHIGAN 
(Continued from Page 430) 


entertainers who developed symptoms and died 
following a few days of acute illness. The micro- 
scopic demonstration of rickettsia in the tissues ob- 
tained at autopsy, in addition to the characteristic 
pathologic changes in the blood vascular endo- 
thelium of small vessels, demonstrates that these 
cases fall into the group of rickettsial diseases. 
The final absolute diagnosis which depends upon 
the isolation of the virus was not accomplished in 
either of these two cases. The epidemiological 
background and the distribution of the skin erup- 
tion, especially the involvement of the face and 
scalp, suggest that these cases were examples of 
Rocky Mountain spotted fever. At the time of 
death of these two patients Rocky Mountain 
spotted fever had not been reported in Michigan. 


We wish to acknowledge the assistance of the following 
individuals who attempted unsuccessfully to establish the 
diagnosis by laboratory methods: Dr. R. R. Parker, Rocky 
Mountain Laboratory, U. S. Public Health Service, 
Hamilton, Montana; Dr. T. L. Perrin, U. S. Public 
Health Service, Bethesda, Maryland; and Dr. Wallace 
M. Chapman, Michigan Department of Health, Lansing, 
Michigan. 
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Precision made artificial 
limbs manufactured by 
us have made Rowley us- 
ers capable of doing most 
everything the normal 
person can do. 
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requires no pelvic belt or 
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TO. 8-6424 TO 8-1038 
38 Years in Business 


11330 Woodward Ave.—Detroit 2 
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GC. All important laboratory exam- 
inations; including— 


Tissue Diagnosis 

The Wassermann and Kahn Tests 
Blood Chemistry 

Bacteriology and Clinical Pathology 
Basal Metabolism 
Aschheim-Zondek Pregnancy Test 


Intravenous Therapy with rest rooms for 
Patients 


Electrocardiograms 


Central. Laboratory 


Oliver W. Lohr, M.D., Director 
537 Millard St. 
Saginaw 
Phone, Dial 2-4100—2-4109 
The pathologist in direction is recognized 


the Council on Medical Education 
and Hospitals of the A. M.A. 
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THE DOCTOR’S LIBRARY 











THE DOCTOR'S LIBRARY | 





Acknowledgment of all books received will be made in this column, 
and this will be deemed by us as a full compensation of those 
tending them. A selection will be made for review, as expedient. 


PRIMER OF ALLERGY. .A Guidebook for those who must find 
their way through the mazes of the strange and tantalizing 
state. By Warren T. Vaughan, M.S., M.D., Richmond, Virginia. 
With illustrations by John Tillery. Third edition, revised by J. 
Harvey Black, M.D. Dallas, Texas. St. Louis: The C. V. 
Mosby Company, 1950. Price, $3.50. 

This book is small and easily carried in the pocket. 
It gives the very fundamentals of the subject of allergy, 
and stresses the necessity of the patient’s learning to 
live with his allergy. It discusses the nomenclature, the 
many special meaning terms, the constitution of the 
victim, the reactions and tests; also, what to do, the 
sensitization and methods of combatting it, methods of 
elimination and final cornering of the allergen. Then 
follows the problem of therapeutics. The book is full of 
information and valuable hints. 


By Emil G. Conason, 
Lear Publishers, Inc., 1950. 


THE SALT-FREE DIET COOK BOOK. 
M.D., and Ella Metz. New York: 
Price $3.00. 

Salt-free diet has been proven in the treatment of cer- 
tain conditions relating to the circulatory system: hyper- 
tension, liver damage, arteriosclerosis, eclampsia, edema, 
coronary sclerosis and thrombosis. This book tells of the 
methods of preparing foods, and gives many sample 
menus. The various menus give the amount of sodium 


FOR BETTER TASTE, 
BETTER TASTE 














THE STROH BREWERY CO., DETROIT 26, MICH. 
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salt and the calories in different columns. At the end of 
the book is a comprehensive listing for the diabetic pa- 
tient who must also avoid salt. Very complete and very 
usable. 


HAROFE HAIVRI. THE HEBREW MEDICAL JOURNAL. 

New York, N. Y. 

The appearance of Volume 2, 1949, of The Hebrew 
Medical Journal (Harofé Haivri), concludes the twenty- 
second year of publication of this bi-lingual, semi-annual 
journal, edited by Moses Einhorn, M.D. 

Written in Hebrew, with English summaries, the Jour- 
nal is a contribution to the development of Hebrew med- 
ical literature and thus facilitates teaching in the newly 
established Hebrew University-Haddassah Medical School 
in Israel. 

In this issue a detailed article is presented on “Scolio- 
sis’ by Samuel Kleinberg, M.D., and Prof. Arnold Kut- 
zinski gives a comprehensive survey on “The Psycho- 
pathological Problems of the Jews in Israel.” 

There is a special section devoted to Historical Medi- 
cine which contains three interesting essays: ‘Medical 
and Anatomical Terms in the Pentateuch in the Light of 
Egyptian Medical Papyri” by Prof. A. S. Yahuda; “Jews 
as Intermediaries of Medicine and Natural Science Dur- 
ing the Middle Ages” by Zussmann Munter, M.D.; “Al- 
Qirgisani’s Essay on the Psycho-Physiology of Sleep and 
Dreams by Dr. Leon Nemoy. 

Under the heading of “Personalia” there are several 
articles paying tribute to Dr. Solomon R. Kagan on the 
occasion of his sixtieth birthday. Dr. Kagan is a well- 
known authority on Jewish medicine, medical biography 
and bibliography. 





Classified Advertising 


$2.50 per insertion of fifty words or less, with 
an additional five cents per word in excess of fifty. 











FOR SALE: Adjoining office and home of practicing 
physician and surgeon. Located seventy miles from 
Detroit in an industrial city in a rich farming district. 
Population 25,000, two Catholic parishes without 
Catholic medico. Office on ground floor, four-bedroom 
house on corner, gas heat, extra lot adjoining. Reply 
Box Number 2, 2020 Olds Tower Building, Lansing 
8, Michigan. 


MERCY COLLEGE SCHOOL OF ANESTHESIA of- 
fers a twelve-month course in anesthesiology to gradu- 
ates of accredited schools of nursing. The course in- 
cludes didactic and clinical experience in all inhalation, 
intravenous and rectal anesthestics; and in the thera- 
peutic gases—helium, oxygen and carbon dioxide. 
Classes are admitted the first of January and Sep- 
tember. Apply to Director, Department of Anesthesia, 
Mount Carmel Mercy Hospital, 6071 West Outer 
Drive, Detroit 21, Michigan. 


WANTED: X-ray technician, man, supervising and teacl:- 
ing, 400-bed general hospital; laboratory technician, 
general hospital, 450 beds, also tissue technician, 400- 
bed general hospital. Medical stenographers, excellent 
locations and organizations. Contact: Allen Agency, 
512 Kales Bldg., Detroit 26, Michigan. 
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Del Vista 


anitarium 


PLAINWELL, MICHIGAN 


Member American Hospital Association 


EDWIN M. WILLIAMSON, M.D. 
Psychiatrist-in-Chief 


Professional care for the nervous 
and mentally ill. 


Telephone 2841 














Restful Six-acre Estate Overlooking the Kalamazoo River. 
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Weyer Institute 


Separate Departments for 
Ladies and Gentlemen 





Massage and Swedish Movements—Medical Gymnastics 


of Body Culture 


TRinity 2-2243-4 
330 New Center Building, Detroit 2, Michigan 
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[exible 


...tO sharpen 
the focus of diet 





Wien an infant’s diet is not formulated to 
his exact needs, it is like a picture out of 
focus. For an individualist, the basic formula 
must be flexible to meet the changing needs of 
the moment—to bring the diet “into focus?’ 

Dextri-Maltose* has been preferred by two 
generations of physicians because of its ex- 
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| DEXTRI-MALTOSE 
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y Cons sting of mattosé and oe 
‘Suing trom the enzymic action of be! 
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« . wir 
i SODIUM CHLORIDE 2% 
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MEAD JOHNSON & CO: 
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*T.M. Reg. U.S. Pat. Off. 
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ceptional flexibility in formulas using whole 
or evaporated milk. Quantities of this carbo- 
hydrate can be varied at will with the varying 
caloric requirements of the individual infant; 
and Dextri-Maltose is available in five forms 
to meet certain clinical conditions without 
disturbing the feeding routine. 


Not too sweet, readily soluble and easy to 
use, Dextri-Maltose is highly digestible and 
slowly absorbed. No other carbohydrate for 
infant feeding enjoys so authoritative a back- 
ground of clinical experience. 


DEXTRI-MALTOSE 


DEXTRI-MALTOSE NO. I—with 2% sodium chloride e DEXTRI-MAL- 
TOSE NO. 2—Plain e DEXTRI-MALTOSE NO. 3—with 3% Potassium 
Bicarbonate « DEXTRI-MALTOSE WITH YEAST EXTRACT AND 
IRON * PECTIN-AGAR IN DEXTRI-MALTOSE. 


Descriptive literature on request 
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price reduction 
of 26% 





A price reduction of 26% makes it possible 
now for more patients to receive the thera- 


peutic advantages of Depo*-Heparin. 


Upjohn research and production workers 


have so improved methods of extraction, puri- 








fication, and assay of this long-acting anti- 





coagulant that it is now possible to meet 
increasing clinical needs and to reduce its 
cost by 26%. 


Literature describing anticoagulant therapy 








in detail is available on request. 





*Trademark, Reg. U. S. Pat. Off. 





in the service of the profession of medicine 








THE UPJOHN COMPANY, KALAMAZOO 99, MICHIGAN 




















ALLERGY... 


The Bany Way 


For any Allergy, “TEST BE- 
FORE YOU TREAT,” then 
treat according to your own 
patient's skin test reaction and 
history. Have a specific hypo- 
desensitization treatment pre- 
pared by Barry, according to your patient's own skin test results. Write 
for complete information on skin testing sets designed to meet the needs 
of your practice. 








Free Booklet— 
Principles of Allergy Diag- 
nosis and Desensitization 


20 years of clinical experience 
DETROIT 14, MICHIGAN 



















MILWAUKEE SANITARIUM Wauwatosa, wis. 
For NERVOUS DISORDERS 


Maintaining highest standards 


for more than half a century, the 
Milwaukee Sanitarium stands for 


(Chicago Office—1117 Marshall Field Annex 
Telephone Central 6-1162 
Wednesdays, 1-3 P.M.) 

Josef A. Kindwall, M.D. 

Carroll W. Osgood, M.D. 

William T. Kradwell, M.D. 

Benjamin A. Ruskin, M.D. 

Lewis Danziger, M. 





all that is best in the care and Russell C. Morrison, M.D. 
treatment of nervous disorders. es . aaeee, MD. 
Photographs and particulars sent Arthur J. Patek, MD. 
on request. Consultant 












G. H. Schroeder 
Business Manager 






COLONIAL HALL— 
One of the 14 Units in “Cottage Plan.” 
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